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A descriptive study of patients ' needs for nursing care 
was carried out in two clinical areas within the Scottish 
health service as part of a World Health Organization (Euro) 
multinational research project. A change from traditional, 
ritualistic, disease-oriented forms of nursing to a systematic, 
person-centred method of nursing was a prerequisite for the 
descriptive study of needs for nursing care. The Scottish 
contribution to the multinational study was viewed as a 
separate project which could be integrated in the overall 
research programme. The theory of planned change developed by 
Lippitt et al (1958) was used to introduce a systematic, 
person-centred method for the practice and study of nursing in 
the research settings. Action research was the vehicle for 
change, and the Donabedian model gave added direction in 
monitoring the change. 
The purpose of the study presented in this thesis is to: 
- describe the process of planned change to a 
systematic, person-centred method of nursing with 
the aim of identifying factors which may influence 
nursing in meeting changing health needs of 
individuals; 
- describe the Scottish component of the 
multinational study of needs for nursing care and 
to report on the findings of a separate analysis 
of the Scottish data. 
xiv 
The conclusions and recommendations focus on the areas of 
nursing management, research, education and practice. Questions 
are raised concerning the relationship between critical 
thinking ability and nursing care planning. The usefulness of a 
systematic method in forming a link between nursing practice, 
research, management and. education is discussed with regard to 
creating evolutionary change in nursing. 
CHAPTER 1 
Background of the Stu 
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INTRODUCTION 
Unprecedented social, scientific and technological changes 
have increased the complexity of caring and brought fresh 
challenges to those responsible for the provision of health 
care. The effects of these changes on the nature of health 
problems is reflected in the WHO (European) 'Regional Strategy 
for Attaining Health for All by the Year 20001, where the 
factors affecting health are classified as: life-style; 
heredity; environment; and accidents (WHO (Euro), 1981a). The 
goal of 'Health for All', as a primary social target of 
governments, reflects concerns generated by a failure to match 
increased investment in health services with improvements in 
the health of populations. In particular, there is increasing 
criticism of the emphasis which is placed on curative medicine 
at the expense of preventive, promotive and restorative 
services (WHO, 1978; Mahler, 1981). As White et al (1977, p. 13) 
noted: 
"The conventional medical approach to the 
problems of health and disease has tended 
to emphasize the role of single causal 
agents ... in the genesis of disease. 
Extended to the use of health services, 
this approach has again emphasized the role 
of biologically defined disease and 
underplayed the role in the genesis of ill- 
health of psychological, social and 
cultural factors such as emotional 
reactions, inadequate housing and attitudes 
towards smoking". 
In this context, definitions of health based solely on 
biological determinants are increasingly being questioned and 
there is a growing tendency toward definitions which are 
predominantly social in orientation. This tendency is reflected 
in the WHO definition of a 'healthy person' as: 
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11 ... one who can 
function usefully within 
his own society, and health is determined 
as much by the level of development of 
society as by the physiological capacities 
of its members". 
(WHO, 1981b, p. 5) 
Concerns about accessibility, availability and 
appropriateness of health facilities are reflected in the swing 
from hospital oriented services towards primary health care as 
a major force in achieving I Health for All I. The term I primary 
health care' is defined as: 
"The advice and primary care given to a 
person or group of persons for preventive 
or therapeutic purposes by one or more 
members of the health or related 
professions, acting alone or as a team". 
(Hogarth, 1981, p. 327) 
Implicitly, there is a shift in the emphasis on health 
care being for the sole purpose of cure toward recognition of 
the need for prevention of disease and promotion of health. In 
this connection there is now greater emphasis on personal 
responsibility for health as well as a desire for mutual 
sharing among communities and health professionals in the 
decisions about the appropriateness of the services provided. 
Against the background of changing perspectives on health 
and needs, questions about the contemporary role of the nurse 
have become more insistent. Specifically, it is not clear how 
nurses identify patients' needs; how they plan nursing 
interventions; what interventions are chosen to meet the needs; 
and what the relationship is between interventions and 
outcomes. In order to describe these issues more clearly, and 
to identify areas which would be amenable to further study, a 
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multinational descriptive study of patients' needs for nursing 
care was conceived as part of a World Health Organization 
(European Region) Medium-Term Programme in Nursing/Midwifery 
which had four target areas, summarised as: 
- the organisation and management of nursing and 
midwifery services; 
- education; 
- resource planning; 
- the nursing process. 
Though it was recognised that some work could begin in 
each of these four areas, there was general support for the 
view that the identification of those health-related needs 
which were amenable to nursing intervention should form the 
basis for planning the nursing components of health care 
services (WHO, 1975). The identification of needs for nursing 
would then provide a basis from which to more accurately 
consider the other components of the programme. Consequently, 
most of the attention within the WHO Medium-Term Programme in 
Nursing/Midwifery has been focused on the nursing process 
component of the programme by means of a multinational 
descri. ptive study of patients' needs for nursing care. 
NURSING PROCESS DEFINED 
Within the WHO Medium-Term Programme in Nursing/Midwifery, 
the nursing process was described as: 
11 '**a term applied to a system of 
characteristic nursing interventions in the 
health of individuals, families, and/or 
5 
communities. In detail, it involves the use 
of scientific methods for identifying the 
health needs of the patient/client/family 
or community and for using these to select 
those which can most effectively be met by 
nursing care; it also includes planning to 
meet these needs, providing the care and 
evaluating the results. The nurse, in 
collaboration with other members of the 
health care team and the individual or 
groups being served, defines objectives, 
sets priorities, identifies care to be 
given and mobilizes resources. She then 
provides the nursing services either 
directly or indirectly. Subsequently, she 
evaluates the outcome. The information 
feedback from evaluation of outcome should 
initiate desirable changes in subsequent 
interventions in similar nursing care 
situations. In this way, nursing becomes a 
dynamic process lending itself to 
adaptation and improvement". 
(WHO, 1981c) 
The nursing process embodies critical reflective thinking 
which involves the ability to recognise the existence of 
problems and acceptance of the need to suspend judgement until 
evidence has been gathered to confirm the presence and exact 
nature of the problem. In the process of critical thinking past 
experiences and existing knowledge guide the search for 
evidence in support of assertions and determine the value which 
is attached to the various types of evidence (Medawar, 1969; 
Kuhn, 1970). As Dewey (1910, p. 14) noted: 
"(Critical) reflective thought affords the 
sole method of escape from purely impulsive 
or purely routine action". 
Little and Carnevali (1976) are among those who have 
pointed out that, although the labels used to describe the 
process of critical thinking may vary within and among 
disciplines, the elements and the intent remain the same. 
6 
The standard problem-oriented method described above is 
the dynamic force which operationalises the concepts of 
nursing. In the changing climate of health care, the nursing 
process is thought to be the key to the provision of 
appropriate nursing care for individuals. Furthermore, there is 
a belief that knowledge-building and accurate focusing of 
education, research and resource planning will be facilitated 
through the documentation which is an integral part of the 
nursing process. 
MULTINATIONAL DESCRIPTIVE STUDY 
OF NEEDS FOR NURSING CARE 
The nursing process was to be used in the multinational 
descriptive study of needs for nursing to replace methods of 
nursing which are disease-targeted and based on ritual, 
tradition, chance, or solely intuitive. Eleven countries within 
the European Region of WHO participated in the multinational 
descriptive study of needs for nursing care. These countries 
were: Belgium; Czechoslovakia; Denmark; England; Finland; 
France; Greece; Norway; Poland; Scotland; and Yugoslavia. Given 
the complexity of the research settings, the structural and 
educational changes necessary to meet the requirements for the 
study were specific to each country. 
The study design, sample criteria, instruments and data 
collection procedures were standard throughout all the 
countries involved in the study. As part of the strategy for 
carrying out the multinational study, each country appointed a 
nurse (called a 'programme manager') to collaborate in the 
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development of the study design and to be responsible for the 
conduct of the study in the respective countries. This author 
was the designated programme manager for Scotland. 
The framework within which the multinational study of 
needs for nursing care was planned and conducted is shown in 
Figure 1 where it will be seen that there were three broad 
groups of activities which were carried out concurrently. The 
two-phase development plan indicated in Figure 1 is briefly 
described in the following paragraphs. 
Establishment of Research Centres 
The f irst step in the plan was to identify a network of 
research centres (called collaborating and type I participating 
centres) within the European Region of WHO. Collaborating 
centres are part of the mechanism through which the World 
Health Organization achieves its purpose. As no precedent 
existed for the establishment of collaborating centres in 
nursing, existing criteria (WHO, 1978) for the designation of 
collaborating centres in other disciplines were modified to 
facilitate the multinational study in nursing. In summary, it 
may be said that the primary requirements for the designation 
of collaborating centres in nursing were that there should be 
adequate academic and technical resources available to 
supervise and pursue the programme of work at the local level. 
The Scottish collaborating centre (the Department of 
Nursing Studies, University of Edinburgh) was established in 
September 1979 through funding from the Chief Scientist 
Organisation, Scottish Home and Health Department. An advisory 
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FIGURE 1: Diagram of the procedure for the multinational 
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source: W. H. O. The a for Nursing Care in Selected Elderfy and Elective Surgery Patient/ClIent 
Groups: A Multinational European Study. Medium-Term Programme in Nursing/Midwifery In 
Europe. W. H. O. Copenhagen ICP/PPM 002. August 1980. 
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group was established in the Scottish collaborating centre to 
give support and advice to the Scottish programme manager. This 
group consisted of: the Professor of Nursing Studies; the 
Director of the Nursing Research Unit (within the Department of 
Nursing Studies); and the Nursing Officer (Research), Scottish 
Home and Health Department. 
Type I participating centres were those clinical areas 
from which the study groups of patients were drawn. The 
activities carried out by the programme managers within these 
centres were as follows: 
- participation in in-service training programmes; 
- field testing of instruments and procedures; 
- linguistic translation of instruments and 
procedural lists (where relevant); 
- data collection; 
- coding procedures. 
In Scotland, two type I participating centres were 
established within the Monklands and Cumbernauld District of 
the Lanarkshire Health Board area. The first participating 
centre consisted of three wards in Monklands District General 
Hospital; two wards specialising in the care of elderly 
patients and one ward designated for the care of patients 
undergoing surgery. The second participating centre consisted 
of four health centres in the town of Cumbernauld. 
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Although the study was the main focus of the nursing 
process component of the Medium-Term Programme in 
Nursing/Midwifery, there were two less specific goals. These 
were to encourage nurses within the European Region of WHO to 
discuss, and exchange information about, nursing; and to 
generate interest in using a systematic problem-oriented method 
as the means of providing the most appropriate nursing care for 
individuals. To try to meet these goals within the nursing 
process component of the programme, type II and type III 
participating centres were established in countries throughout 
the European Region of WHO. These centres received material and 
information about programme developments but were not involved 
in the study. In Scotland, five type II participating centres 
were established; four in the Tayside Health Board area and one 
in the Lothian Health Board area. There were no Type III 
participating centres in Scotland. 
The work of the collaborating and participating centres 
was co-ordinated by the staff of the Nursing Unit in the WHO 
Regional Office in Europe. This relationship is shown in Figure 
2 below. 
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FIGURE 2: Model of a system of collaborating 
and participating centres 
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The collaborating and participating centres, established 
over a period of two years, provided the study setting. 
Design of the Multinational Study 
The study design was developed through the combined 
efforts of the programme managers, staff of the Nursing Unit of 
the WHO European Region and a total of six short-term (nurse) 
consultants employed at various times in the course of the 
study. The activities carried out in the development of the 
study design are indicated in Figure 1 (see page 8). 
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Education Component of the 
Multinational Study 
The data for the study were gathered by practising nurses 
located within the type I participating centres. To facilitate 
this data collection, the educational component of the study 
(Figure 1, page 8) was concerned with effecting a change from 
nursing practice based on ritual, tradition and chance to a 
systematic method of nursing, and with altering the focus for 
nursing from a disease-oriented model to a conceptual framework 
emphasising the physical, psychological and social factors 
influencing 'health' and 'needs'. The educational component was 
developed in three phases by groups of programme managers 
working under the direction of a WHO short-term consultant. The 
product of this group work was a self-learning manual in 
modular form (WHO, 1981c) which was used in the research 
centres to reinforce and standardise instruction in the use of 
a systematic approach to the planning of nursing. 
Data Collection 
The data were gathered over a three-month period 
(Feb-April 1983) in all of the countries involved in the 
study. There were two study groups of patients: those aged 
17-64 years admitted for elective surgery; and a non-surgical 
group of elderly patients, aged 65+ years. A minimum sample of 
40 patients and maximum of 100 patients in each group was 
selected from each participating centre using the specific 
criteria outlined in Chapter 3 (see page 70). 
Data Analysis 
Data from all countries were despatched to thý central 
processing location in Copenhagen. Data analysis was carried 
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out by two short-term nurse consultants and the Regional 
Officer for Nursing. 
Reporting on the Study 
Preparation of the final report on the study was a 
collaborative effort among programme managers, short-term 
consultants and the Regional Officer for Nursing. 
THE SCOTTISH COMPONENT OF THE MULTINATIONAL 
STUDY OF NEEDS FOR NURSING CARE 
In operational terms, the collaborating and participating 
centre networks in each country could be considered as systems 
and sub-systems, with the WHO Regional Office for Europe acting 
as the supra-system (Figure 3). 
Supra-system 
Systems 
FIGURE 3: System of collaborating and 
participating centres 
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There was interlocking of each country system in order to 
provide continuity and unity for the multinational descriptive 
study of needs for nursing care. 
During the development of the study proposal it became 
obvious that it would not be possible for WHO to describe in 
detail the manner in which the conditions necessary for the 
multinational descriptive study of needs for nursing were 
created in each country. Also, although the data contributed by 
each country were to undergo collective processing and 
analysis, it seemed likely that the possibilities for data 
analysis could be increased if the data pertaining to 
individual countries were separately examined. In view of this, 
the Scottish data were subjected to a separate analysis by this 
author on behalf of the Scottish Health Service Research 
Committee (Farmer, 1985). The Scottish data and a description 
of the process of change required to create the conditions for 
the study in Scotland form the substance of this thesis. 
STATEMENT OF THE PROBLEM PROMPTING THE 
STUDY OF NEEDS FOR NURSING CARE 
The concerns which prompted the exploratory investigation 
were as follows: 
1. There was inadequate information about individuals' needs 
for nursing. 
2. There was inadequate information about the nursing 
interventions undertaken to meet identified needs for 
nursing. 
3. There was inadequate information about the outcomes of 
nursing interventions. 
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The decision to use the nursing process as a means of 
gathering data for the study created the expectation that the 
complex and necessary intellectual tools and practical skills 
could be developed as a component of the exploratory study. It 
was the methodological issue which provided the impetus for the 
distinctive approach to the study of needs for nursing care in 
Scotland. 
PURPOSE OF THE STUDY 
The purpose of the study presented in this thesis is to: 
- describe the process of planned change to a systematic 
method of nursing with the aim of identifying factors which 
may influence developments in nursing continuant toward 
meeting changing health needs of individuals; 
- describe the Scottish component of the multinational study 
of needs for nursing care and to report on the findings of a 
separate analysis of the Scottish data. 
SIGNIFICANCE OF THE STUDY 
. The study was intended to test the usefulness of one 
particular strategy for introducing systematic nursing 
L 
practice. Numerous claims have been made about the potential 
for improving nursing practice, for knowledge-building, for 
resource allocation and manpower planning through the nursing 
process. The study was expected to help in exploring the 
substance of these claims in the context of nursing in the 
United Kingdom. In addition, it was anticipated that the study 
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could help to identify difficulties which might be encountered 
in altering the concepts and methods of nursing, and that this 
information could be used to develop basic and continuing 
education programmes. 
As in other European countries, priority has been given to 
the development of health services for the elderly and for 
primary health care. The study was expected to contribute 
information to assist in the further development of health 
programmes in these areas, particularly through clarification 
of the purpose of nursing actions relative to the identified 





There has been an enormous amount of writing expressing 
opinions about the usefulness of the nursing process for 
nursing practice, education, research and management. There 
are, however, few systematic studies which examine the content 
and method of the nursing process or test the claims about its 
effectiveness. In view of this, the literature review focuses 
first of all on the reasons for the change in the 
conceptualisation and methods of nursing. The effects of these 
changes are then explored in relation to the construction and 
development of models for nursing. 
As the models for nursing are operationalised through the 
use of a systematic problem-oriented method, this component of 
the nursing process is described and considered in relation to 
the claims which are made about its potential for raising 
issues and generating ideas and knowledge within the models for 
nursing. In this connection, it is suggested that there is a 
catalytic relationship between a systematic person-centred 
method of nursing, experience-based learning and the 
organisation of nursing services. The primary outcome of this 
interaction is a growth of knowledge in nursing for use in the 
provision of individualised nursing care. Finally, the 
intention to use the nursing process to gather data within the 
WHO descriptive study of needs necessitates a review of the 
literature concerned with methods of changing the foundations 
for practice within a discipline. 
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CHANGING CONCEPTS IN HEALTH CARE 
Health service provision and resource allocation are based 
on assumptions and assertions about I health I and ' needs ', and 
the methods by which needs may be identified and met. Changes 
in the nature of medical problems, the influence of politics 
and philosophy, and developments in the social and behavioural 
sciences have created a demand for a broader conceptual base 
for the provision of health care. The term 'health' was defined 
by the World Health Organization as "a state of complete 
physical, mental and social well-being and not merely the 
absence of disease" (WHO, 1961). Although this somewhat utopian 
definition of 'health' has been much criticised, it has at 
least created an awareness of the need to set less global, 
middle-range objectives which present fewer difficulties of 
attainment. This broadening concept of health has created 
dilemmas of methodology, definition and theory which are 
reflected in the selection of health indicators and in the 
development of health status measures. 
Kokosov (1974) proposed a de-limitation of the concepts of 
health and disease through a study of the pre-disease state 
(defined as the transitional stage between the intervention of 
the harmful factor and the reaction to it). Purola (1972) held 
that definition problems of health and ill-health could be 
better understood through systems theory. He argued that the 
important issue was not the disease but rather the imbalance 
between the disease and the social position of the person. 
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The development of disability indices (Grauer and Birnbom, 
1975) and functional indices (Katz and Akpom, 1976) represent 
further attempts to enhance the value of morbidity statistics 
as health indicators. Disability indices have some value in 
shifting the focus from the disease itself to the impact of the 
disease on the person's lifestyle and in highlighting factors 
which might influence the capacity of an individual for 
independent living. The construction of disability indices also 
emphasises that disability is a disorder of function rather 
than simply a structural abnormality or loss of a body part 
(WHO, 1980). The extended application of the term has 
implications for the provision of health and social services, 
for resource allocation and for the development of nursing 
services. 
Doerr and Hutchins (1981) developed a 'Health Risk Index' 
based on epidemiological data derived from death rates arranged 
in five-year groups by race, age and sex. Health risk appraisal 
instruments estimate the odds that people with a given set of 
characteristics will become ill or die from specific illnesses 
in a gi ven time span (Goetz and McTyre, 1981). One of the 
fundamental difficulties of health risk appraisal is that the 
data used to construct the instruments are derived from 
epidemiological surveys of the previous decade. These data are 
then used to predict life-expectancy over much longer periods. 
The question which arises is whether it is reasonable to use 
morbidity statistics to predict the health of populations. In 
this connection, Goetz and McTyre (1981, p. 307) argued that: 
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"Either long-term prospective studies must 
be conducted, which include all risk 
indicators of interest and necessitate 
follow-up intervals measuring in decades, 
or very large sample sizes will be needed 
to obtain a sufficiently large number of 
outcome results". 
The data used in the construction of health risk indices 
suggest an adherence to the view that health is the opposite of 
disease, the causes of which are predominantly physical. 
In the sociological frame of reference, health status is 
considered to be a product of the interaction between the 
individual and the health status definers. Reflecting on the 
concept of health status, Twaddle (1974, p. 38) held that: 
11 ... the critical issues in the study of 
health status must include the criteria 
employed for assessing health and illness, 
the situations to which these criteria are 
applied, the characteristics of the people 
who do the defining, and the consequences 
of alternative definitions relative to 
behavioural expectations". 
In a critical analysis of three measures of access to care 
linked to health status (the Use-Disability Ratio; the 
Symptoms-Response Ratio; and the Episode of Illness Analysis), 
Yergen et al (1981) emphasised the need for large-scale testing 
of measures of social health. Ware et al (1981) argued that 
definitions of health status tended to exclude social 
components. They held that: 
11. .. a model of health status 
that defines 
social factors ... as external 
but related 
to an individual's health status explains 
empirical results better than one that 
includes social factors as an integral 
component of individual health". 
(Ware et al, 1981, p-621) 
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The sociological approach to the definition of health is 
apparently behaviouristic. That is to say, the person is viewed 
as the sum of his parts and as reacting to external forces in a 
predictable, quantifiable manner. The impression which emerges 
from the foregoing discussion is that health is a social 
concept reflecting cultural values and a multidimensional 
variable. There is much emphasis on the construction of 
instruments which measure health in terms of an absolute rather 
than variable state. The empirical approach to the definition 
and measurement of health highlights professional biases 
through the weighting of specific items in the various 
measurement tools. 
In the past, the problem of preserving health was simply 
interpreted as a matter of eliminating the causes of disease 
and death, such as infection and famine. Currently, the 
problems of health attainment and preservation must be 
interpreted in terms of a complex interrelationship of the laws 
of nature, society and human thought. The dilemma which remains 
is summarised in a WHO document (WHO, 1981a) which suggests 
that the goal of 'health' may be pursued by two different 
strategies. The f irst, considered to be the most appropriate 
for the populations of developing countries, is concerned with 
improving the physiological function of individuals and the 
second is to increase the number of "social role options" so 
that health, defined in terms of "complete social integration", 
may be a term which is applicable to a greater number of 
people. There is a sense of the ridiculous in this statement 
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which perhaps indicates a need to abandon the search for 
absolute definitions and descriptions of the highly abstract 
concept of health. In recognising that health is relative 
rather than absolute, there is perhaps a need to take a more 
pragmatic approach to the problems of human existence. 
The term 'health needs' was defined by WHO (1973, p. 115) 
as: 
it *'* scientifically 
epidemiologically, et 
deficiencies in health 
preventive, curative and 
appropriate? ) control 
measuresti. 
(biologically, 
C. ) determined 
that call for 
eventually (where 
or eradication 
The issues which stimulate continuing efforts to define 
and measure 'health' also provide the incentive for the 
investigation of the related concept of 'need'. Magi and 
Allander (1981) constructed a theoretical model (the components 
of which were: previous experience of medical care; perceived 
illness; medical care utilisation; and expected outcome of 
medical care) to be used for comparative studies of lay and 
medically defined need for medical care. As a means of matching 
needs and facilities in psychiatric care of the elderly, Haddad 
(1981) used behaviour rating scales to examine the 
characteristics which distinguished patients requiring 
alternative levels of care. An international 'Collaborative 
Study of Medical Care Utilization' (Kohn and White, 1976) was 
carried out with the aim of improving the capacity for 
decision-making and resource allocation. The conceptual frame- 
work within which the epidemiological and social survey was 
conducted considered factors related to health services 
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systems, pre-disposing and enabling factors (in health services 
usage) and perceived morbidity (including the concept of 
sickness behaviour). Jones et al (1973) developed a patient 
classification system for assessing the need for long-term 
care. The classification system was based on physical function, 
medically defined conditions and medical risk factors. The 
assessment of the needs of elderly persons focuses 
predominantly on functional capacity using scales which aim to 
measure physical and mental disability and the relationship of 
these to social functioning (Powell Lawton, 1971; Pfeiffer, 
1976). 
Health needs are thus assumed from the manifestation of 
certain behaviours or from the absence of expected behaviours 
established in terms of biological norms. Greater specificity 
of needs within particular groups is apparently sought through 
examining the demand for and use of particular services. In 
keeping with the attempts to describe 'health' there is 
considerable emphasis on physical capacity as the most overt 
indicator of needs and as posing least challenge in research 
and measurement. This situation has its parallels in the 
development of nursing. For example, Abbey (1975) focused on 
physical indicators within a biomedical model for the 
assessment of needs and monitoring of nursing care. Hamrin 
(1981) used a 92-item Activity Index in an experimental study 
to measure the effect of early activation in stroke victims and 
concluded that the Activity Index was a valuable prognostic 
instrument for both short- and long-term survival. Great value 
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has been placed on activity indices as measures of nursing 
workload (Wade and Smith, 1981; Magid and Rhys Hearn, 1986, for 
example) and for classifying the requirements of patients for 
different types of care (Chagnon, 1978; Leatt et al, 1981). 
Some attempts have been made in nursing to measure psycho- 
social functions among patients. In the belief that the same 
degree of organised attention should be paid to the assessment 
of psychosocial function as to physical function, Putnam (1973) 
devised a rating scale as an observation guide for nurses 
working with the elderly. Psychosocial function was 
operationally defined by Putnam as "the ability to act in areas 
of life not immediately connected to the biochemical 
maintenance of life". The eight items of psychosocial function 
addressed in the rating scale were: interaction with nurses; 
interaction with other patients; use of spare time; knowledge 
of current events; knowledge of daily schedule; expression of 
needs; knowledge of hospital resources; knowledge of own 
resources. Each item had response alternatives. The validity 
and reliability of the instruments were limited to the 
particular setting in which the work was carried out (Putnam, 
1973). Other areas attracting research attention in the psycho- 
social sphere of nursing include: communication; anxiety; pain; 
patients' acceptance of the sick role; levels of satisfaction 
with nursing care; and decision-making by the physically ill 
(DHEW, 1978). Information about these variables was sought 
mainly through interview and the development of questionnaires 
and scales. Experiences in nursing and theories borrowed from 
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other disciplines were the main sources of information for the 
construction of instruments to measure the psychosocial 
variables (DHEW, 1978). 
Williamson (1978) and Deets (1980) are among those who 
have highlighted methodological problems in attempting to 
measure psychosocial needs. Deets (1980) attributes these 
difficulties to a lack of agreement among nurses on specific 
concepts, poorly developed terminology and an inappropriate use 
of sophisticated statistical techniques with resultant 
difficulties in interpreting in view of the problems of 
definition and description. The question which remains is 
whether or not a qualitative approach in nursing research would 
permit a fuller exploration of psychosocial needs than the 
predominantly quantitative approach evident in the research to 
date. 
The literature suggests that 'needs' are determined 
largely on the basis of functional and social independence 
measured by the demand for and use of services. Kuhn (1970) 
noted that when established views and scientific methods 
persistently fail to provide solutions to problems, scientists 
turn to philosophical analysis in the hope of gaining new 
insights. The call for a broader base for the provision of 
health services has been met with a shift in emphasis from 
disease to the impact of disease on life-style. This shift in 
emphasis is indicated in the re-distribution of resources 
between curative services and primary care. It seems, however , 
that this change (as a response to increasing costs, uncertain 
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outcomes and doubts about the appropriateness of health 
services) was politically motivated rather than scientifically 
reasoned. Although it is acknowledged that 'health' is more 
than the absence of disease, the general literature on health 
care gives no indication of a substantive change in 
philosophical views about the focus of health care. The 
selection of measurement criteria (for example, physical 
function, epidemiological data, disease categories), and the 
use of quantitative research methods, gives the impression of 
continuing adherence to mechanism, as opposed to humanism, as 
the dominant approach in health care. These conflicting 
philosophical views are discussed below. 
DIVERSE PHILOSOPHICAL VIEWS 
Mechanism assumes that the person comprises the sum of his 
parts and has a passive, reactive and predictable relationship 
with the environment. It is further assumed that there is a 
persistence or a natural order of things, and change is viewed 
as undesirable and necessary only for survival (Fawcett, 1984). 
This view supports a scientific tradition of reductionism which 
assumes a passive relationship of the person with the 
environment which can be reduced to parts and manipulated with 
predictable, quantifiable results (Maslow, 1966; Kuhn, 1970). 
The contrasting view of humanism assumes that the person 
is more than the sum of his parts, and has an active and 
interactive relationship with the environment resulting in a 
continuous state of change which influences personal growth and 
28 
development (Fawcett, 1984). The humanistic view assumes an 
integration of parts and an inherently spontaneous and active 
person whose behaviour defies complete prediction. Consequently 
the cause-and-effect scientific traditions aimed at 
explanation, control and prediction are rejected in favour of a 
scientific approach which integrates qualitative and 
quantitative methods in the search for knowledge of the 
tmeaning' of human actions and 'understanding' of human 
experiences (Kuhn, 1970; Maslow, 1966; Fawcett, 1984). 
Conflicting philosophical views among health disciplines 
lead to disharmony, fragmentation of services, and moral and 
ethical dilemmas among other problems which are reflected in 
the numerous attempts to provide an 'integrated health service' 
and in reports which call for shared education as a means of 
clarifying the roles and functions of the various disciplines 
(WHO, 1973). 
CONCEPTS OF NURSING 
It would seem that humanism is the dominant view in 
nursing. Four major areas of concern, described by some 
(Fawcett, 1984; Riehl and Roy, 1980) as the four metaparadigm 
concepts of the discipline, are health, person, environment and 
nursing. The term Imetaparadigm' implies a shared view of 
reality which defines legitimate problems and methods of 
resolving the problems. Conceptual models and theories, as low 
level abstractions, are developed within the global structure 
of the metaparadigm. 
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Most accounts of conceptual developments in nursing 
acknowledge the contribution of Florence Nightingale (1859) in 
highlighting broad concepts of nursing, subsequently labelled 
as health, man, environment and nursing. In her writings 
Nightingale expressed a view of a passive relationship between 
man and his environment which adds a mechanistic element to her 
predominantly humanistic model of nursing. Conceptual 
development in nursing was apparently hindered by the 
scientific and technological revolutions in medicine (Illich, 
1975; McKeown, 1976) but this is now being revived and 
advanced. Much of the credit for the renewed interest in 
conceptual development is owed to Virginia Henderson (1969) who 
advanced concepts of nursing based on a concept of living and 
this initiative has gathered momentum over the years. 
According to Fawcett (1984), conceptual models are made up 
of concepts, which are words describing mental images of 
phenomena, and propositions, which are statements expressing 
the relations between concepts. Although the conceptual models 
for nursing globally address the same metaparadigm concepts, 
the beliefs and values of those constructing the models result 
in varied perceptions of the phenomena and of the ways in which 
they are related. The differences in emphasis affect the way in 
which patients I problems are perceived and defined, and lead 
subsequently to various forms of nursing intervention. 
Fawcett (1984) has presented a framework for the analysis 
and evaluation of conceptual models of nursing. This framework 
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first examines how the four metaparadigm concepts of the 
discipline are defined. The analysis is also concerned with the 
completeness of the concepts, the propositions linking the 
concepts, and the extent to which the nursing actions suggested 
within the model meet social expectations and affect health 
status. An important aspect of the framework for analysis is 
the search for "logical congruence" which is the term used by 
Fawcett (1984, p. 44) to mean consistency of the underlying 
philosophical viewpoint. 
Fawcett (1984) has argued that while most models for 
nursing express predominantly humanistic views and values, some 
propositions about relationships between the concepts introduce 
conflicting mechanistic elements. Among the examples given by 
Fawcett (1984) in support of this argument are King's (Fawcett, 
1984, p. 102) use of the term I reaction I in relation to health 
and 'adjustment to stressors'; and similarly in the Neuman 
Systems Model (Fawcett, 1984, p. 158) which makes simultaneous 
reference to 'the reactive nature of the person' and to the 
'unity of the person'. 
Another feature of the conceptual models for nursing is 
that most have characteristics which would permit their 
inclusion in more than one class (Fawcett, 1984). For example, 
King and Roy combine characteristics of systems and interaction 
models (Fawcett, 1984, p. 104 and p. 268). This situation is 
interpreted by Fawcett (1984) as reflecting the state of the 
art and as an indication of the continuing need for concept 
clarification. These issues are further emphasised below using 
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Fawcett's (1984) broad classification of conceptual models: 
developmental; systems; and interaction. 
Developmental Models 
Developmental models emphasise growth and directional 
changes which are targeted, identifiable and time-related. 
These successive changes are thus assumed to have distinctive 
stages, levels or phases. It is postulated that developmental 
change occurs in four different ways (Chin, 1980). 
Unidirectional change assumes that there is a continuous 
progression from one stage to the next with no return to a 
previous state. Developmental change may also occur in spiral 
form which recognises that there may be a return to a previous 
stage but that problems will be dealt with at a higher level of 
understanding and so development takes place through a 
refinement of views. A third proposal is that change may be 
cyclical in form and no chronological order of priority is 
assigned to the phases which occur and recur. Finally, 
developmental change is perceived as a branching process in 
which there are clearly differentiated forms and processes 
which increase to a high degree of specialisation, with each 
branch achieving autonomy and significance (Chin, 1980). 
Peplau's developmental model for nursing practice is 
listed among the pioneering works in concept development in 
nursing (Blake, 1980). This model expresses the view that 
nursing is an interpersonal process which provides support for 
individuals as they learn to meet needs. Higher needs emerge to 
replace needs which are met. The term 'need' was defined by 
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Peplau as a requirement within a person that creates tension 
which generates energy manifesting in various types of 
behaviour. The person is def ined within the model as a unique 
being, capable of learning and positive change through adapting 
to tensions created by his needs. 
Peplau identified four phases of development which she 
labelled 'orientation', 'identification', 'exploitation' and 
'resolution'. Within these phases, the person defines the 
nature of the difficulty, establishes and develops a 
therapeutic relationship with the nurse, and through this 
relationship achieves growth and independence, and the ability 
to cope with new problems or difficulties. An important aspect 
of Peplau's model is the emphasis on the mutual growth of nurse 
and patient through the interpersonal process of nursing. The 
model postulates that 'health' is achieved by creating 
conditions which foster creativity and constructive, productive 
personal development. 
Systems Models 
Systems models assume organisation, interaction, 
interdependency and integration of parts (Lancaster, 1982; 
Chinn and Benne, 1976). In contrast with developmental models, 
systems models emphasise stability rather than change. The key 
components of systems models are the system and its environment 
which are defined according to the situation which is the focus 
of attention. The concept of 'boundary' is used to indicate a 
demarcation line which permits variables to be assigned as 
external or internal to the system. 'Stress', 'tension', 
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'strain' and 'conflict' are terms used to describe the 
reactions among the variables within the system. These 
reactions may have a positive or negative influence on the 
system which tends toward stability. When there is a fixed 
point of return for the system after disturbance, this is 
referred to as 'stationary equilibrium'. If the level of 
balance alters after disturbance within the system, this 
phenomenon is termed 'dynamic equilibrium'. A semi-permeable 
system-environment boundary permits the exchange of energy in a 
self-guiding, or regulating action which is referred to as 
'feedback'. 
In her 'adaptation' model, Roy (1970) describes the person 
(who is the focus of nursing) as an 'adaptive system' and as a 
biopsychosocial being in constant interaction with a changing 
environment. The term 'health' is not specifically defined but 
is referred to as a dimension of the total life experience. Roy 
defines 'need' as "a requirement within the individual which 
stimulates a response to maintain integrity". A positive 
response to environmental change is termed 'adaptation' and Roy 
identifies four modes of adaptation which are labelled 
physiological needs, self-concept, role function, 
interdependence relations. The assumption is that the person 
first adapts to his physiological needs. Secondly, the person's 
self-concept alters in response to interaction with others. 
Role function is determined by social position, which is 
subject to change. Finally, individuals develop ways of seeking 
help or attention which may require adjustment if, for example, 
I 
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a person's dependent relationships alter (Fawcett, 1984; Riehl 
and Roy, 1980). 
Roy (1970) defines nursing as a theoretical system of 
knowledge which prescribes a process of analysis and action 
related to the care of the ill or potentially ill person. The 
need for nursing arises when the person's coping mechanisms (in 
any of the four adaptive models) are overwhelmed. 
Interaction Models 
Interaction models for nursing derive from the notion of 
symbolic interactionism which according to Woods (cited by 
Cohen and Manion, 1985, p. 34) has three basic postulates: (1) 
that human beings act towards things on the basis of the 
meanings they have for them; (2) the attributing of meaning to 
objects through symbols is a continuous process; and (3) the 
process takes place in a social context. The key components of 
interaction models are perception, communication, role and 
self-concept (Cohen and Manion, 1985, p. 35). Perception is 
influenced by social interaction in which language is the 
principal form of communication. Roles (with their related 
behaviours) are adopted in response to perception of situations 
and in alignment with the actions or anticipated actions of 
others. Self-concept is influenced by role performance 
(Fawcett, 1984; Cohen and Manion, 1985). 
King (1981) viewed nursing as a process of human 
interactions whereby the nurse and the patient perceive each 
other and the situation; and through communication they set 
goals, explore means, and agree on the means of achieving 
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goals. The key ideas in King's notion of goal attainment are 
interaction, perception, communication, transaction, self, 
role, stress, growth and development, and time and space. 
In her humanistic model for nursing, King (1981, p. 27) 
defines the person as "a unified complex whole self who 
perceives, thinks, desires, imagines, decides, identifies goals 
and selects means to achieve them" (King, 1981, p. 3). 'Health' 
is def ined in terms of the ability to function in social roles 
and the goal of nursing is to "help individuals maintain their 
health so they can function in their roles" (King, 1981, p. 3). 
A Self-Care Model for Nursing 
The application of Fawcett's (1984) framework for the 
analysis and evaluation of conceptual models for nursing 
suggests that Orem's (1980) self-care model is one of the most 
complete, although it has been classified as both a systems 
model (Orem, 1980) and a developmental model (Fawcett, 1984, 
p. 193). Self-care is def ined as "the practice of activities 
that individuals initiate and perform on their own behalf in 
maintaining life, health, and well-being" (Orem, 1980, p. 35). 
Orem defines 'health' as "a state of wholeness or integrity of 
human beings" and she identifies physical, psychological, 
interpersonal and social components of health (Orem, 1980, 
P. 118). The 'person' was defined as "a unity that can be viewed 
as functioning biologically, symbolically, and socially" (Orem, 
1980, p. 120). Orem identifies eight categories of needs which 
form a common core of requirements for effective living. These 
categories, which are interrelated are: air; water; food; 
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elimination; activity and rest; solitude and social 
interaction; prevention of hazards; and the need for normality 
as this relates to social standards and personal potential. 
Orem postulated that the common core of requirements (called 
I self-care requisites' ) differed at various times in life: the 
term 'developmental self-care requisites' being used to 
indicate the demands of the different life stages (such as 
infancy and adolescence). The term 'health-deviation self-care 
requisites' was used to indicate that illness was likely to 
make new demands on the person's self-care ability which was 
called 'self-care agency'. In Orem's concept of self-care, 
self-maintenance and self-regulation are valued as first-line 
strategies for effective human functioning in society. 
Orem's concept of agency emphasises the autonomy of the 
person in self-care and the importance of interpreting 
requirements from the person's perspective rather than on the 
basis of assumed needs. The ability to nurse is called 'nursing 
agency I, the exercise of which helps people to meet their own 
therapeutic self-care demands. In this connection nursing is 
viewed as enhancing the person's own ability to care for 
himself. This helping relationship is further elaborated in 
Orem's notion of 'nursing systems' which implies that different 
problems require different contributions from patient and 
nurse, and the powers of agency are transferred accordingly. 
Self-Care in a Wider Context 
On a more general note the accumulation of literature on 
self-care and self-help adds a sense of urgency to questions 
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about the re-definition of the concept of 'health'. Levine 
(1981, p. 178) defines self-care as: 
11 ... a process by which people 
function on 
their own behalf in health promotion and 
prevention and in disease detection and 
treatment at the level of primary health 
resource in the health care system". 
Self-care is considered to have a critical role in the 
achievement of health for all by the year 2000; but as 
Verschure (1978) has indicated, great efforts will be required 
to learn more about the self-care practices of individuals and 
groups if self-care is to be promoted among populations. 
Furthermore, medical education pays little attention to 
self-care in the maintenance of health, and Williamson and 
Danaher (1978) have argued that indifference to this aspect of 
care may open the door to the development of fringe practices. 
Self-care may thus be interpreted by some as a threat to 
established medical practices and, inherently, to the power and 
control of the medical professions; for others it could be an 
economically and politically attractive option to costly 
professional services. The growth of self-help groups has been 
interpreted as reflecting a gap between felt need and 
availability of services (Robinson, 1980). The concept of self- 
help groups implies community sharing, participation and 
support based on a shared set of assumptions about illness and 
healing. Among the characteristics of self-help groups listed 
by Killilea (1976) are a spirit of self-reliance and 
self-determination, and a clear idea of the problems to be 
tackled. Killilea proposes a role for health workers (as change 
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agents) in helping to establish groups and training in 
self-monitoring techniques. 
The concept of agency, which is concerned with the ability 
to take action on one's own behalf, or on behalf of others, may 
be important in light of the growing interest in self-care and 
self-help. Exploration of this concept might be a useful 
approach to unravelling the philosophical views of the various 
health disciplines so that inconsistencies can be examined 
relative to social expectations and available knowledge. 
Activities of Living 
Most of the work on the development of conceptual models 
for nursing has taken place in the United States of America. 
The literature indicates a growing interest in this area of 
development within the United Kingdom and two of the 
contributions from British nurses are described below. 
The Scottish National Nursing and Midwifery Consultative 
Committee (1976) proposed a framework for nursing based on 
activities of daily living and identified the areas within 
which each activity should be assessed. Thus, each need could 
be considered as having a preventive; physical; mental; social; 
cultural; spiritual; personal; domestic; safety; communication; 
developmental; and therapeutic component. Also identified 
within this framework were the variables which it was 
considered would affect the choice of interventions to meet 
needs. These variables were: reasons for contacting health 
services, that is, for maintenance of health, illness or 
disability; location, such as institution or community; age; 
and anticipated outcome of nursing intervention. 
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Roper et al (1980) developed a model of nursing based on a 
model of living. This model, which was revised in 1985, has its 
origins in Roper's (1976) study of 'Clinical Experience in 
Nurse Education '. There are 12 activities of living which are 
central to the model, these being: maintaining a safe 
environment; communicating; breathing; eating and drinking; 
eliminating; personal cleansing and dressing; controlling body 
temperature; mobilising; working and playing; expressing 
sexuality; sleeping; and dying. The model has four other 
components: lifespan, which acknowledges the life stages from 
conception to death; dependence/independence, which is 
conceptualised as a continuum for each of the 12 activities of 
living; the factors affecting the activities of living which 
are categorised as physical, psychological, sociocultural, 
environmental and politicoeconomic; individuality in living is 
the fifth component of the model which is intrinsic to the 
other four components of the model and is achieved through the 
use of a systematic approach to patient care. 
Models of nursing based on activitiýs of living may be 
more attractive to nurses in the United Kingdom because they 
are not so sharply contrasted with the familiar 
disease-oriented model, and so the existing nursing 
interventions are easily located within the models. The danger 
of this situation lies in the possibility that the models may 
not be sufficiently different to raise new questions and 
generate ideas. 
40 
Theories borrowed from other disciplines are featured in 
the emerging conceptual models for nursing in which there 
appears to be a definite commitment to holistic, person-centred 
care (as opposed to disease-orientation), which is not greatly 
emphasised in the more general literature on health care. While 
acknowledging that people are more alike than they are 
different, the developing models for nursing recognise that it 
may be the differences rather than the similarities which will 
determine the outcomes of interventions in particular life 
experiences such as disease or injury. 
Most nursing models recognise that the 'person' , as the 
focus of nursing, has a central, self-directing role in health 
matters. Thus, great importance is attached to the 
interpretation of nursing requirements from the person's 
perspective rather than on the basis of assumed needs. This 
position is not greatly reflected in the choice of research 
methods or the instruments used to elicit and measure the 
various concepts of nursing. In this connection, the emphasis 
is still very much on quantification, although it is recognised 
that it may be necessary to use qualitative research methods to 
identify the individual differences before these can be 
quantified. The active pursuit of these beliefs is apparently 
hindered by doubts about what constitutes legitimate scientific 
method, which is perhaps a reflection of the insecurity of a 
comparatively young discipline. Emphasising the need to clarify 
the focus and purpose of enquiry in order to judge what 
constitutes legitimate scientific method, Maslow (1966, p. 11) 
noted: 
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"To the seeker for knowledge about persons, 
abstract knowledge, scientific laws and 
generalizations, statistical tables and 
expectations are all useful if they can be 
humanized, personalized, individualized, 
focused into this particular interpersonal 
relationship". 
A SYSTEMATIC METHOD OF NURSING 
Within the conceptual models for nursing, a systematic 
method is used to assess the needs for nursing care, to plan 
and implement nursing intervention, and to evaluate the patient 
outcomes. This combination of model and method is referred to 
as the 'nursing process'. According to Prophit (1980, p. 2): 
"Nursing process involves a standard method 
of problem-solving, the scientific method, 
and includes the following cyclical steps: 
- observing and recognising the problem; 
- defining the problem; 
- arriving at possible solutions to the 
problem; 
- putting those solutions to work; 
- determining if those solutions have been 
successful". 
The literature highlights an interactive and 
interchangeable use of the terms 'nursing process' and the 
'process of nursing'. For example, Marriner (1979, p. 1) defined 
the nursing process as 11 ... the application of scientific 
problem-solving to nursing care". McFarlane and Castledine 
(1982, p. 13) refer to the nursing process as 11 ... a systematic 
method of decision-making and planning nursing care". Roper et 
al (1980, p. 63) describe the 'process of nursing' as a 
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process of problem-solving in a rational and scientific 
mannerit. The Scottish National Nurs ing and Midwifery 
Consultative Committee (1976, p. 52) holds that: 
"Nursing is a process with definable phases 
which takes place in specific situations 
requiring a greater or lesser degree of 
independent judgement". 
The variable use of terms has been misleading and, in this 
regard, has attracted criticism. On the other hand, the 
variable use of terms may be interpreted as being part of a 
process of clarification of meaning as a consequence of 
experience and in response to criticism. Certainly, the term 
'nursing process' has led to the incorrect belief that the 
logical approach, implicit in the term, is unique to nursing 
rather than being an adaptation from general usage. This 
general usage has been illustrated by Dewey (cited by Walter et 
al, 1976) in regard to a transportation dilemma and by Altschul 
(1977) in relation to preparing for a dinner party. 
The more recent preference for the terms 'the process of 
nursing' and 'the systematic method' further indicates the 
desire for clarity of meaning and particularly to distinguish 
between the 'content' and the 'method' of nursing. As Hegyvary 
(1979, p. 43) has noted: 
"While the use of the scientific method is 
a noteworthy development in nursing, it 
should not be viewed as the essence of 
nursing itself. The unique domain is the 
totality of the content of nursing practice 
along the dimensions of the process". 
Attempts to distinguish between the 'content' and the 
'method' of nursing raised concerns that a dichotomy would be 
I 
43 
created between the art and the science of nursing. In response 
to this reaction, Carper (1978) and Prophit (1980) have 
expressed the belief that the art and science of nursing have a 
symbiotic relationship. As Prophit (1980, p. 10) has noted: 
"Without the art there is no reason for the 
science, and without the science, there are 
no data for the art". 
Furthermore, the emphasis on the 'method' of nursing has 
led to the incorporation of the "nursing process" in nursing 
curricula as an added extra rather than being central to 
nursing content. That this distinction between method and 
content has not been obvious may be explained, in part, by the 
tendency to give subtle clues, in definitions and other 
writings, rather than to make explicit the essential linkages. 
For example: "scientific problem-solving" (Marriner, 1979); 
"systematic method of decision-making" (McFarlane and 
Castledine, 1982); "independent judgement" (SNNMCC, 1976). As 
Prophit (1980, p. 4) has noted: 
"Whether one speaks of building science, 
problem-solving, nursing process, or 
research, the method is consistent; 
underlying the method is the process of 
critical reflective thought". 
Prophit (1980) has characterised the components of the 
systematic method in terms of partial processes of 
communication; standard setting; and a framework for 
questioning and focused observations. In the Rush-Medicus 
studies (Hegyvary, 1979) of the quality of nursing care, the 
dimensions of the nursing process were delineated in a master 
set of 257 measurable criteria grouped within a framework of 
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six major objectives and 28 sub-objectives. The evaluation 
criteria were derived from an extensive literature review in 
the field of quality assurance in nursing, from personal 
experiences, and from professional advice. The method of 
evaluating the quality of nursing care involved the 
construction of observation worksheets (to be completed by 
trained observers) which contained grouped subsets of criteria 
selected to be of relevance to the type of patients in 
particular units as well as being representative of all the 
criteria in the master list. Quality in specific units was 
monitored through a review of a 10% random sample of patients 
over a one-month period, and observations were randomly 
distributed across days and times of the day. Content validity 
of the instruments was established through an extensive review 
of the literature and a panel of experts. The testing for 
construct validity revealed high correlation scores from the 
data gathered in 19 hospitals. Concurrent validity could not be 
tested because of the lack of comparable studies. After six 
years of intensive development and extensive testing of the 
method and instruments, Hegyvary claimed that the nursing 
process was a valid construct. The results of the Rush-Medicus 
studies also indicated that: 
11 ... the quality of the nursing process is 
subject to considerable variation as a 
result of influences from non-clinical 
areas of the patient care system". 
(Hegyvary, 1979, p. 116) 
De la Cuesta (1979) prepared a critical analysis of 
nursing process development historically, conceptually and 
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clinically. As a consequence of this analysis, presented in a 
Masters thesis, the author claimed that the nursing process was 
acceptable more because of its 'theoretical promises I than its 
practical usefulness, which had not been demonstrated. Phaneuf 
(1980, p. 125) asserts that nurses have not come to terms with 
the use of the nursing process. She writes: 
"The urgency of evaluation research results 
from the possibility that the nursing 
process, which has face validity and some 
theoretical basis, will be discredited 
before it is truly tried". 
DEVELOPMENT OF NURSING THROUGH 
THE NURSING PROCESS 
The systematic documentation of nursing implicit in the 
nursing process revealed possibilities for research, theory 
development, manpower planning and quality assurance. Grant 
(1975) emphasised the data collection potential of the 
systematic documentation of nursing as a basis for information 
systems to be used for the deployment of staff. Magnon (1980) 
emphasised the value of systematically documented information 
for stimulating enquiry in nursing. Hascovcova (1976) used the 
records of her experience of working with terminally 
patients in order to develop intervention strategies to improve 
nurse-patient interaction. Hamdi and Hutelmyer (1970) conducted 
a study of the effectiveness of an assessment tool in the 
identification of nursing problems and concluded that the tool 
had value in establishing nurse-patient relationships but that 
the nurse needed further knowledge about the steps of the 
problem-oriented method. As part of a baseline study within the 
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WHO Medium-Term Programme in Nursing/Midwifery in Europe, 
Tunset and Ovrebo (1981) carried out a content analysis of 
nurses, written and verbal reports consequently highlighting 
the need for a systematic approach to nursing care. 
The systematic documentation of nursing, implicit in the 
nursing process, generated interest in quality assurance 
programmes. The model most used for quality assurance in 
nursing is the systems model advocated by Donabedian (1966) in 
which it is held that there are organisational and education 
components (referred to as 'structure' and 'process' variables) 
which affect the measurement of outcomes. Slater (1967), 
Wandelt and Agar (1974) and Phaneuf (1980) focused on nurse 
performance as a means of evaluating the quality of nursing 
care. In the Rush-Medicus studies, Hegyvary and Haussman (1975) 
considered the systematic method and the actual delivery of 
care as central to the development of criterion measures of 
quality. Ventura et al (1982) demonstrated a weak correlation 
in the physical and psychosocial sub-scales of the Rush-Medicus 
and the Wandelt and Agar (Qual Pacs) instruments for measuring 
the quality of nursing care. They concluded that: 
of *,, the two process instruments measure 
different dimensions and (that the results 
of the study) underscore the idea that the 
quality of nursing care is complex and 
multidimensional". 
(Ventura et al, 1982, p. 43) 
Addressing the topic of 'Interrelated Issues in Evaluation 
and Evaluation Research', Bloch (1980, p. 71) states: 
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"After several years of interest in the 
field of quality assessment, I still 
believe that a great deal of methodological 
work has yet to be done in terms of 
development and measurement of process and 
outcome criteria before process-outcome 
assessment can feasibly be incorporated 
into day-to-day operations". 
The documentation of nursing within the systematic method 
describes the conclusions upon which nursing care is based, but 
does not give an account of the process by which the 
conclusions were reached. From a research perspective of 
understanding and explanation, richness of information is 
sacrificed for efficacy within the systematic method. Ausubel 
(1968) and Newell and Simon (1972) are among those who have 
drawn attention to the relationship between cognitive structure 
and problem-solving. Following an investigation of the 
relationship among methods used in teaching the nursing 
process, Kissinger and Munjas (1981, p. 246) noted that: 
"Individuals approach and execute the 
problem-solving process, and thus the 
nursing process, in individual ways. Among 
the factors which explain this phenomenon 
are cognitive style, personality, 
intellectual skill, and information 
storage". 
Assuming that perceptual style influences nursing 
performance, Hodgin '(1979) attempted to discover if there was a 
significant difference in the performance of graduating student 
nurses in identifying critical and non-critical patient 
problems, and whether this difference was related to perceptual 
style. No significant differences were found. Noting an 
"increasing need for the measurement of processes more complex 
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than the recall of facts", De Tornay (1968) devised a clinical 
problem-solving test which sampled the total problem-solving 
process and its product. The content-validated model used a 
branched format which measured problem-solving skills in 
relation to available choices and selected actions. 
Following an analYsis of the patterns and strategies of 
problem-solving, Munro (1982, p. 54) asserted that: 
if *** individual differences in 
problem-solving competencies and/or style 
can be separately measured, differences 
identified, and improved strategies 
learned". 
In order to evaluate an experimental curriculum, McIntyre 
et al (1972) devised a two-part (controlled and free response) 
test for measuring students' ability to make decisions and 
solve problems. Observing a difference between nurses' clinical 
proficiency and performance in written examinations, Boreham 
(1977) outlined a method of using case histories as a means of 
testing problem-solving ability and of making written 
examinations more relevant to the clinical situation. Bowman et 
al (1983) studied the attitudes of 115 qualified nurses towards 
the nursing process and concluded that a structured educational 
programme created positive attitudes towards the nursing 
process. The assumption underlying the work on the measurement 
of problem-solving abilities among nurses is that the necessary 
skills and abilities can be identified, taught and developed. 
The process of critical reflective thought is the dynamic 
force within the systematic method which operationalises the 
model for nursing. The definitions of the nursing process give 
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strong hints about the similarities of the systematic method 
and the standard scientific method of inquiry. In this 
connection the implication seems to be that nurses are involved 
in a continuous process of systematic inquiry; the purpose of 
the inquiry will determine the degree of accuracy required in 
the application of the systematic /sc i enti f ic method. Nursing 
care planning will be influenced by the critical thinking 
ability of individual nurses and by the extent to which the 
conceptual framework reflects reality. 
EXPERIENCE-BASED LEARNING. 
The work of the nurse theorists in the development of 
conceptual models for nursing is not reflected in practice 
(Hardy, 1978; Schro'ck, 1981). It appears, from the literature, 
that success in generating theory from practice depends as much 
upon the insight and critical thinking ability of practising 
nurses, who hold a key position in the development and testing 
of theory, as on the model for practice. Maslow (1966, p. 66) 
held that: 
... all classifications of our experiences 
of reality are abstractions, and so is all 
awareness of similarities and differences". 
Thus, experiential knowing and conceptual knowing were 
"hierarchically integrated" (Maslow, 1966). The conceptual 
framework for practice limits the extent to which experiences 
are meaningful. Ritual adherence to disease-orientation is 
unlikely to produce new insights about nursing. 
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Popeil (1977) claimed that the conditions of learning 
operative in nursing were not conducive to the nurturing or 
application of critical thinking. Among the contrasts made 
between the "ideal" conditions for adult learning and those 
presently operating in nursing are that: teachers are 
communicators of isolated facts and skills which lack 
integration rather than facilitators of learning; programmes of 
learning should be based on an identification of the needs of 
individuals rather than a handing down of "standard" subject 
matter which encourages development of rigid attitudes and 
beliefs; and the learning climate should be informal, making 
use of the experiences of the learners as a source of learning 
(Popiel, 1977). As Cooper (1979, p. 8) noted: 
"Individual growth depends upon the way the 
nurse has learned to use her mind rather 
than upon the number of facts she has 
accumulated". 
The role of experience in learning and in motivating 
towards continuing learning has been increasingly emphasised in 
the literature on education in general and in nursing in 
particular (Dewey, 1963; Knowles, 1970; Popiel, 1977). In this 
regard, the assertion that work and learning should be 
integrated (Roper, 1976) seems valid. Indeed, the belief that 
the theory. and practice of nursing (Bendall, 1975; GNC for 
Scotland, 1978) should be closely linked was supported through 
the introduction of a modular system of education which aims to 
provide learning experiences which have sequence, continuity 
and unity. This development is essentially of a "structural" 
rather than a substantive nature. The conceptual framework for 
51 
nursing focuses observations and helps to order experiences and 
inform action. If the content of the nursing curriculum remains 
the same (in the face of assertions that it is inappropriate), 
re-shuffling the work experiences will not necessarily make 
them more relevant or meaningful. The pedagogic nature of nurse 
training and ritual adherence to procedures (the underlying 
principles of which have not been clearly articulated) 
discourage critical thinking which is a prerequisite for 
experiential learning. According to Schoen (1979, p. 3): 
"Nurses who are effective practitioners 
invariably continue to learn on the job, 
but too often this is incidental, rather 
than planned learning". 
Post-basic education in nursing has been fragmented and 
geared largely to the acquisition of specialist skills in 
response to scientific and technological developments. In the 
absence of a conceptual framework for nursing within which to 
locate the focus of new skills and knowledge, post-basic 
courses (as presently organised) will continue to produce 
groups of specially trained nurses with ambiguous roles. It 
could be argued that it is antagonistic to the concept of 
holistic nursing to create an army of one-task technicians (for 
example: stoma nurses; continence advisers). 
Tobin et al (1979, p. 45) argued that: 
the effectiveness of nursing personnel 
in carrying out their assigned duties 
depends on the interdependence between the 
administrative and educational functions 
exercised by the nursing organization". 
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These authors further argue that: 
"If there is no agreement on what is 
expected and how well it is to be done, 
there can be little agreement in the 
identification of discrepancies that 
indicate learning needs or in the 
subsequent programming necessary to develop 
the personnel". 
(Tobin et al, 1979, p. 65) 
INITIATING CHANGE IN NURSING 
Continuing of life-long learning was viewed by Toffler 
(1970) as affording protection against the effects of change. 
Toffler (1970, p. 397) held that: 
it. . by introducing change, wherever 
po; sible, in the form of predictable, 
rather than erratic chains of events, we 
can help provide elements of continuity 
even in the midst of social upheaval". 
Strategies of planned change are based largely on group, 
interaction, personality and learning theories. General 
strategies for effecting change are categorised by Chin and 
Benne (1976) as follows: 
(i) Empirical-Rational 
- based on the assumption that people are 
rational beings who will adopt a proposed 
change if it can be rationally justified 
and if it can be demonstrated that they 
will benefit from the change. 
(ii) Normative-Re-education 
- not denying that human beings are rational 
creatures, this group of strategies rests 
on the assumption that people are 
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influenced by sociocultural norms. Change 
therefore occurs only when attitudes, 
belief systems, values and significant 
relationships have been altered. 
(iii) Power-Coercive 
- based on the belief that those with less 
power will comply with the wishes of the 
more powerful. The objective is compliance 
and the strategy is manipulation. 
The classical strategies of planned change attempt to 
change attitudes and beliefs of individuals indirectly altering 
the structure of organisations so that they are more able to 
adapt to changing circumstance. The problems of organisation 
change and the techniques and approaches used to resolve the 
problems are collectively referred to as 'Organisation 
Development' which is defined by McLean (1981, p. 3) as: 
if '** an emerging professional body of 
theory and practice concerned with applying 
behavioural science knowledge and 
techniques to the resolution of human 
problems, and the exploitation of 
opportunities associated with change in 
organisations". 
The controversy about what may be legitimately termed 
'theory' also affects the area of organisational development. 
For example, McLean (1981, p. 4) argues that the existing models 
of planned change: 
it **, are too rudimentary to serve as 
guiding theories and too abstract to serve 
as useful guides for (change) 
practitioners". 
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He holds that the terms and concepts implicit in the existing 
models of change are imprecise and that many accounts of 
programmes of planned change are little more than "pious 
representations bordering on the fictitious". McLean (1981) 
further argues that, at best, the body of knowledge comprising 
'Organisation Development' consists of descriptions of change 
agent intervention and he calls for intensive work on concept 
clarification in the area of change. 
The need to plan change and the role of education in 
effecting change is increasingly acknowledged in the nursing 
literature. For example, Hegyvary (1977) emphasised the 
importance of the change process with regard to the 
introduction of primary nursing and Condon (1975) found 
continuing education to be of critical importance in a study of 
the effect of organisational change on the quality of patient 
care, costs and personnel satisfaction. Palmer (1973) advocates 
management by objectives as a means of securing job 
satisfaction and the goals of nursing service. Similarly, Cano 
(1971) used a group approach to effect change in levels of 
nursing care. A system of self-evaluation and allocation of 
work according to skills was developed as a means of evenly 
distributing teams. The author concluded that the group 
approach was practical, economic, efficient and satisfying. 
Clark (1977) examined the conflict between professionalism and 
bureaucracy and raised questions about the effectiveness of 
various authority patterns in nursing organisations. Eickhorn 
(1977) supports a change from a hierarchical style of 
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management to a more co-operative form of organisation and 
Herrod (1978) has described a "positive" experience of 
participative management in psychiatric nursing. 
In the recommendations arising out of studies in 
organisational development there appears to be agreement on the 
need for: common goals, flexibility of leadership styles to 
take account of changing forces within groups; openness of 
communication; and management structures which permit consensus 
decision-making. Nursing is currently organised within a line 
management structure (DHSS, 1966) which seeks 
-to 
achieve 
integration of activities through a chain of command which 
emphasises order, routine and predictability. Within the 
classical line structure there are limited and prescribed 
communication channels, generally in a downward direction, and 
little use is made of the knowledge of individuals in the 
decision-making processes which affect practice. Creating a 
climate of inquiry in nursing requires a management structure 
which would be sufficiently flexible to accommodate new ideas 
in an evolutionary rather than a revolutionary manner. 
The literature suggests that a dichotomy exists between 
curing and caring functions; a situation which has resulted in 
some bitter exchanges among disciplines. Watzlawick et al 
(1974) suggest that one way out of this dichotomy may be 
through understanding the nature of change. These authors 
studied the phenomenon of change within two general theories, 
the theory of groups and the theory of logical types, drawn 
from the field of mathematical logic.. On the basis of their 
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work, it is argued that there are two major types of change. 
The first type, called "first order change", refers to 
cause-and-effect situations in which change is prompted by a 
deviation from some norm, and where the "logical" solution is 
to apply the opposite of what caused the deviation. Much of the 
esteem of modern medicine is due to the success of this 
approach in, for example, the control of infectious diseases. 
The "logical", first order, approach still predominates even 
though many of the current health issues may be more accurately 
described as behavioural problems which may have physiological 
consequences, for example, drug addiction, obesity and smoking, 
and where applying the opposite by way of solution is not 
always possible or appropriate. 
In "second order change" it is necessary to lift the 
problem out of its existing framework, which creates the 
impression that the problem is insoluble, before a solution can 
be found. For example, many of the problems experienced by the 
amputee or the post-mastectomy patient will not be resolved by 
applying the opposite. Prostheses do not restore normality. The 
solution is in the nature of a second order change, which is to 
help the person establish new norms. 
It could be argued that the upsurge of self-help groups 
and the particular use by health professionals of those who 
have had similar experiences (for example, the well adjusted 
amputee) to help others to adjust in similar circumstances 
suggests that the principles of "second order change" are well 
understood. It is more likely, however, that the contributions 
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made by the self-help groups are viewed as being in some way 
helpful but that the principles of change are not fully 
understood. 
The theory of change espoused by Watzlawick et al (1974), 
relative to the concepts of 'agency' and 'self-care', offers an 
opportunity to abolish the antagonism which exists between the 
view of science as a means of control and prediction, and that 
which holds that scientific enquiry is a state of mind, the 
exercise of which is not limited by a particular bundle of 
tools and techniques. It also suggests that individual human 
problems may be more practical targets than the abstract 
concepts of I health ' and ' needs I, and this in turn might raise 
new issues about the roles and goals of existing groups of 
professional carers. 
Where there are different philosophies of care operating, 
and different foci, aims, expectations and methods within 
these, there is likely to be fragmentation of care and serious 
obstacles to effective teamwork. The number of times which the 
National Health Service has been re-organised suggests that the 
problem is not simply one of bad management but rather 
something as fundamental as the moderl for care being 
inappropriate. If the goals for practice are not clear, then 
the educational, managerial and research functions will be 
lacking in direction. 
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SUMMARY OF THE LITERATURE REVIEW 
The nursing process was to be used as a means of gathering 
data within the descriptive study of needs for nursing care. 
The literature review highlighted the limited testing of the 
data-generating potential of the nursing process relative to 
the study objectives, as well as the practical, educational and 
managerial problems inherent in creating the conditions 
necessary for the study of needs for nursing care. 
Multinational collaboration in the development of the study 
produced a strong commitment to carry out an empirical 
investigation which might indicate the areas for more in-depth 
investigation, as well as to develop resources for nursing 
research in the participating European countries. The 
complexity of collaborative research in an area of nursing in 
which there had been few systematic studies prompted the 






As previously noted, the basic requirement for the WHO 
study of needs for nursing care was that the data should be 
gathered through the use of the nursing process which 
integrates the systematic method and a conceptual framework for 
nursing. The plan which was developed in Scotland to facilitate 
the descriptive study of needs for nursing care was based on 
the following assumptions: 
1. The scientific method in nursing forms a link between 
learning through experience, the capacity for change 
within the structure of nursing, and the ability to meet 
individual needs for nursing care. 
2. Effective change is planned and systematic. 
3. The effectiveness of the change depends upon the extent to 
which the planned outcome of the change is valued by those 
whom it will most affect. 
Planned change is a dynamic process which uses the 
feedback to direct and monitor the change. 
5. The needs which prompt nursing care can be identified and 
described. 
6. The instruments developed for documentation of the nursing 
process will yield data to meet the study objectives. 
7. The nurses who will gather the data will be actively 
committed to the nursing process and will honestly and 
accurately record the data. 
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STUDY OBJECTIVES 
The objectives of the study were: 
1. To describe the process of planned change from a 
ritualistic to a systematic method of nursing in two 
clinical settings. 
2. To describe the teaching programme upon which the process 
of planned change was founded. 
3. To evaluate the outcomes of planned change within the 
parameters of experience-based learning, organisational 
adaptation and patient-centred nursing care. 
4. To present the findings of the separate analYsis of the 
data gathered within the framework of the WHO 
multinational study of needs for nursing care which had 
the following objectives: - 
(i) to identify and describe the needs for nursing care 
in two designated study groups; 
(ii) to identify those needs nurses rank in order of 
importance for action; 
(iii) to identifY and describe: 
(1) the most frequently occurring needs; 
(2) the objectives formulated to meet the 
identified needs; 
(3) the nursing interventions planned and/or 
undertaken to meet the identified needs; 
the outcomes of nursing interventions and 
their relationship to the objectives stated. 
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DEFINITION OF TERMS USED IN THE STUDY 
Planned Change 
Planned change is theoretically defined as action designed 
to intervene in an ongoing state in order to produce a new 
state or situation (Lancaster and Lancaster, 1982). In the 
study, planned change was operationally defined as the 
documentary evidence that individual needs for nursing care are 
identified, that the nursing care required to meet the needs of 
individuals is systematically planned and implemented, and that 
there is a statement of outcomes. 
Patient-Centred Nursing Care 
Patient-centred nursing care is theoretically defined as 
the purposeful interaction of nurses with individuals 
experiencing illness, injury or disability, and as they 
confront potential health problems and strive towards the 
maintenance of health. This interaction takes account of the 
value systems of the nurse and the person who is the focus of 
the nurse Is attention. In this regard, the person is an active 
participant in the process of nursing (Paterson and Zderad, 
1976; Yura and Walsh, 1978; Orem, 1980). In the study, patient- 
centred nursing care was operationally defined as the 
documentary evidence that the nursing care which is 
systematically planned and provided for individuals takes 
account of the physical, psychological and social aspects of 
human needs and acknowledges the uniqueness of individuals. 
63 
Experience-Based Learning 
Experience-based learning is theoretically def ined as the 
intimate and necessary relationship between the processes of 
actual experience and education. This relationship integrates 
concrete experiences, observations and reflections, formation 
of abstract concepts and general isations, and the testing of 
concepts in new situations (Dewey, 1963; Knowles, 1970; 
Boydell, 1976). Experience-based learning was operationally 
defined as the use of the documentation of the nursing care 
which is systematically planned and provided for individuals, 
for examining values and beliefs about nursing, and for the 
critique of nursing interventions and outcomes. 
Organisational Adaptation 
Organisational adaptation is theoretically def ined as the 
interaction between organisational and situational 
requirements. This interaction implies effective communication 
and co-operation between superiors and subordinates which 
motivates and permits co-ordination of individual and 
organisational goals. The decision-making processes which 
operate within the organisation maximise potential for creative 
problem-solving (Likert, 1967; Lawrence and Lorsch, 1967). 
Organisational adaptation was operationally defined in the 
study as the change from task- to patient-centred methods of 
nursing and the formalisation of peer groups to monitor and 
support the change and to promote learning through the sharing 
of experiences of patient-centred nursing. 
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Teaching Programme 
The term 'teaching programme' is theoretically defined as 
the theoretical content and practical instruction required for 
the practice of patient-centred nursing. The programme is based 
on the principles of planned change and adult learning, and 
emphasises the role of experience in building nursing knowledge 
(Popiel, 1977; Tobin et al, 1979). In the study, the term 
'teaching programme' was operationally defined as the five 
lectures, role play, group exercises and group discussions used 
within a specified time period to effect change from 
ritualistic, traditional methods of nursing to patient-centred 
nursing. 
CONCEPTUAL FRAMEWORK FOR THE STUDY 
OF NEEDS FOR NURSING CARE 
The conceptual framework within which the study of needs 
for nursing care took place assumes that the systematic method 
(implicit in the nursing process) is not only an integral part 
of nursing practice but that its use simultaneously facilitates 
learning through experience and the organisation and 
development of health care systems which are responsive to the 
changing needs of individuals. It was further assumed that the 
effectiveness of the catalytic relationship between the 
systematic method, experiential learning and organisational 
adaptation will determine the extent to which individual needs 
for nursing care may be met. On the basis of these assumptions 
a three-dimensional design (Figure 4) was developed for the 
study of needs for nursing care. 
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FIGURE 4: Diagram of the framework for the 








Lippitt et al Is (1958) theory of planned changed (which 
stresses education as the medium for change) was used to create 
the conditions necessary for the descriptive study of needs for 
nursing care. Lippitt et al (1958) identify seven steps in the 
change process: 
1. Diagnosis of the problem. 
2. Assessment of motivation and capacity for 
change. 
3. Assessment of the change agent's motivation and 
resources. 
4. Selecting progressive change objectives. 
5. Choosing the appropriate role of the change 
agent. 
6. Maintenance of the change once initiated. 
7. Termination of the helping relationship. 
The above steps are not rigidly adhered to; sometimes the steps 
are combined or the order is changed. 
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The process of change is controlled through formative 
evaluation. As critical elements in the change process, the 
systematic method, experience-based learning and organisational 
adaptation are readily accommodated within the Donabedian 
(1966) model for evaluation. Donabedian (1966) advocated the 
use of a systematic method for evaluating medical care and 
suggested that the approaches to evaluation might be classified 
in terms of 'structure', 'process' and 'outcome'. 
The underlying assumptions concerning the appraisal of 
'structure' are that qualified staff, good physical facilities 
and sound administration are necessary for better quality care. 
Similarly, with respect to 'process' variables, good quality 
care depends upon the standards and expectations of personnel 
engaged in the delivery of care. The relationship between 
structure and process elements determines outcomes or 
satisfaction with the care provided. This framework provided 
additional guidelines for the process of change, particularly 
in the assessment and evaluation phases. 
Over the past forty years, action research has emerged as 
the most used method for promoting planned change. Most authors 
associate the term 'action research' with the work of Kurt 
Lewin (1951), a social psychologist much praised for his 
contribution to the development of strategies for social 
change. Action research is a dynamic problem-solving process 
operating feedback mechanisms in response to the ongoing 
situation. Basically, the method involves identifying the 
problem, gathering information to clarify the problem, agreeing 
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on a plan of action with the client, implementing the plan, and 
evaluating the outcome in terms of a review of the problems. 
The data are then used as a basis for further action to resolve 
the problem. 
Action research has been distinguished from 'basic' 
research in terms of its problem-solving focus and relatively 
less attention to scientific rigour as conventionally 
interpreted (Isaac and Michael, 1971, p. 27). As Isaac and 
Michael (1971, p. 27) noted, the purpose of action research is: 
"To develop and to solve problems with 
direct application to the classroom or 
working world setting". 
One of the major criticisms of action research concerns 
the limitation on general isabi lity of the findings (Cohen and 
Manion, 1985). Other forms of research may permit 
generalisations to be extended to a larger population. In this 
regard, great importance is attached to the selection of a 
sample of subjects who are representative of the larger 
populations about which generalisations are to be made. Corey 
(1953, p. 14-), among others, has argued that in action research 
there is the same desire to extend generalisations but that: 
11 ... action research studies are undertaken 
not to make possible lateral extensions of 
generalisations but to make possible 
vertical extensions, with the vertical line 
going into the future". 
Claims about the lack of knowl edge-bui 1 ding potential of 
action research are set against a research tradition of logical 
empiricism and need to be considered in light of the 
alternative view that while lateral generalisations of findings 
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may not be possible in action research, it is possible to make 
futuristic generalisations about similar groups in similar 
situations (Corey, 1953). 
Action research is described by Corey (1953) as a 
co-operative venture combining the talents, experiences and 
perceptions of all those involved in changing situations. Clark 
(1972) holds that the purpose of action research is to create 
organisational change and simultaneously study the process. 
While action research has been used extensively to create 
social change (Sofer, 1961; Town, 1973) and in education 
(Walker, 1980), there is no great evidence of its use in 
nursing. This is perhaps because action research has not been 
accorded a place of scientific respectability to which nursing 
aspires. Nevertheless, there are those who are prepared to 
argue that action research has a place in the development of 
nursing (Towell, 1979; Greenwood, 1984). Lauri (1982) used an 
action research model to introduce the nursing process in 
Finland. Similarly, Grypdonck et al (1979) introduced "patient- 
centred" nursing through. the use of an action research model 
incorporating a systems approach. Also, those who have 
addressed concerns about converting theory into practice have 
suggested a role for action research in nursing (Haller et al, 
1979; Schlotfeldt and MacPhail, 1971). 
More recently, Lathlean and Farnish (1984) used action 
research to evaluate a ward sister training programme. The 
choice of action research as a tool for evaluation is explained 
by the researchers in terms of the shifting emphasis in the 
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evaluation of management education. Greater value is now 
I 
attached to the process of training and the organisational 
setting relative to the course content and the role of the 
evaluator. This differs from the previous focus in the 
evaluation of management training which was concerned with the 
relationship between the objectives and outcomes of the course. 
On the basis of the foregoing discussion, action research 
seems to be a useful way of introducing the nursing process and 
for simultaneously highlighting some of the factors which might 
hinder the transition from ritualistic, task-oriented nursing 
to systematic, person-centred nursing. 
Isaac and Michael (1971) list six steps in the action 
research method: 
(1) Define the problem. 
(2) Review the literature. 
(3) Set objectives. 
(4) Determine the actions to be taken to meet the 
objectives. 
(5) Establish evaluation criteria. 
(6) Analyse the data and evaluate the outcomes. 
These steps mirror those listed in the theory of planned change 
outlined by Lippitt et al (1958). 
The concerns which generated the study also justify the 
use of descriptive research methods. As Isaac and Michael 
(1971, p. 18) noted, the purpose of descriptive research is: 
"To describe systematically the facts and 
characteristics of a given population or 




"It is the accumulation of a data base that 
is solely descriptive - it does not 
necessarily seek or explain relationships, 
test hypotheses, make predictions, or get 
at meanings and implications, although 
research aimed at these more powerful 
purposes may incorporate descriptive 
methods". 
(Isaac and Michael, 1971, p. 18) 
STUDY SAMPLE 
As previously noted, the general requirement within the 
context of the WHO study was that there should be a minimum of 
40 and a maximum of 100 patients from each of the two study 
groups in every participating centre. The specific criteria for 
selection of the study sample were as follows: 
Elderly Group 
(i) Aged 65+ years 
(ii) Male and female 
(iii) Newly admitted and/or 
already in the health 
care system (hospital 
and/or community) 
(iv) Planned or unplanned 
admission 
Surgical Group 
(i) Aged 17-64 years 
(ii) Male and female 
(iii) Admitted for elective 
surgery 
(iv) In the institution the 
day before surgery so 
that a health assessment 
may be made 
(v) Available for a period 
of time during which a 
health assessment may 
be made and four 
consecutive nursing 
care plans completed 
(vi) For patients located in 
the community, there 
should be no more than 
one week between visits. 
(V) In the institution for 
a minimum of four days 
following surgery. 
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Forty patients in each of the two designated study groups 
were chosen by purposive sampling which permits no 
generalisations beyond the study sample. The use of purposive 
sampling was dictated by the standard study design in the 
multinational context of the investigation. In the hospital 
setting, the nurses selected every new admission fulfilling the 
necessary criteria for inclusion in the study. The four 
community nurses involved in the study selected the f irst f ive 
patients from their respective caseloads whom they were 
scheduled to visit on day one of the data collection period. 
SA14PLE CHARACTERISTICS 
Table 1 describes the surgical group of patients by age - 
As may be seen, most of the patients were within the ages of 
29-48 years. This figure reflects the national trends in 
general surgery (SHHD, 1983). 
TABLE 1: Description of surgical 
group, by age 
(N = 40) 
Number of Patients 
Age Categories in Each Category 
Under 19 0 
19 - 28 4 
29 - 38 10 
39 - 48 12 
49 - 58 6 
59 - 68 8 
Total 40 
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Table 2 describes the elderly group of patients by age. 
The numbers in each of the age categories reflect general 
trends in the population of those over 65 years requiring 
health services. 
TABLE 2: Description of elderly patient groups, by age 
Number of Patients in Each Category 
Elderly Elderly 
(Community) Group (Hospital) Group 
Age Categories (N = 20) (N = 20) 
65 - 74 59 
75 - 84 99 




Totals 20 20 
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Table 3 describes the sample groups of patients by sex. 
The numbers of patients of each sex in the convenience sample 
are also indicative of national trends, particularly among the 
elderly population. 
TABLE 3: Description of sample groups of 
patients, by sex 
Number of Patients in Each Group 
Elderly Elderly 
(Hospital) (Community) Surgical 
Sex Category (N = 20) (N = 20) (N = 40) 
Male 3 20 
Female 16 17 20 
Totals 20 20 40 
INTERNAL AND EXTERNAL VALIDITY 
Internal validity is concerned with the extent to which 
the independent variable produces a change in the dependent 
variable (Isaac and Michael, 1971, p. 32). As the study was 
exploratory and sought to generate rather than test hypotheses, 
issues of internal validity do not arise. 
External validity refers to the generalisability of the 
study findings to the populations from which the samples were 
drawn. As the two study groups were not randomly selected, the 




In Scotland, the study was located in the Lanarkshire 
Health Board area. The clinical areas selected were three wards 
in Monklands District General Hospital; two wards specialising 
in the care of elderly patients and one ward designated for the 
care of patients undergoing surgery. The community patient 
sample was drawn from the caseloads of four district nursing 
sisters working from four health centres in the Lanarkshire 
town of Cumbernauld. 
METHOD 
As previously indicated, in the nursing process 
information for nursing care planning is systematically 
gathered primarily through observation; interview (of patients, 
relatives, significant others); and searching medical and 
nursing records. The conceptual framework for nursing guides 
the collection and ordering of the information which is used to 
identify needs for nursing care. It was assumed that the 
information gathered as a basis for nursing care planning and 
the records of the nursing care planned and provided for each 
subject would yield the data needed to fulfil the study 
objectives. 
As the data for the descriptive study of needs for nursing 
care were to be gathered by practising nurses, education was to 
be the means of introducing the nursing process using Ltion 
research to plan and monitor the desired change in nursing 
practice. The nurses' ability to gather data to fulfil the 
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study objectives was assessed through auditing of nursing 
records using criteria derived from the content of the teaching 
programme. 
INSTRUMENT DEVELOPMENT 
Two instruments for data collection - the Health 
Assessment Form (Appendix 1) and a Nursing Care Plan (Appendix 
2) - were developed within the standard design of the 
multinational study. The Health Assessment Form (used to 
organise the information forming the basis for nursing care 
planning) was developed primarily from the concepts of nursing 
set forth by Byrne and Thompson (1978). The phases in the 
development of the Health Assessment Form were as follows: 
- review of the literature and instruments on needs 
assessment; 
- categorisation and organisation of areas of 
assessment; 
- identification of the essential areas of 
assessment within the three broad conceptual areas 
of physical, psychological and social; 
- submission of the draft to a panel of nurse 
experts for face and content validity; 
- validity testing through pre-testing of the 
instruments. 
The Nursing Care Plan was used to describe the needs for 
nursing care, the nursing objectives, the interventions planned 
to meet the objectives and the outcomes of nursing care. The 
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phases in the development of the Nursing Care Plan were as 
follows: 
- review of methods for documentation; 
- critique and decision-making for the European 
context; 
- review of record format by a panel of nurse 
experts. 
TESTING OF THE INSTRUMENTS 
As indicated above, the instruments were tested for face 
and content validity. Face validity is concerned with the 
extent to which the topic is reflected in the instrument 
(Treece and Treece, 1977, p. 118). Content validity refers to 
the appropriateness and adequacy of the content of the 
instrument relative to the situation under study (Treece and 
Treece, 1977, p. 116). Both checks on validity were carried out 
using a panel of experts in nursing located throughout Europe. 
Reliability is concerned with consistency and equivalence 
in a measurement. It is the extent to which repeated 
administrations of the instrument will provide the same data, 
or the extent to which a measure administered once, but by 
different people, produces equivalent results (Treece and 
Treece, 1977; Isaac and Michael, 1971). In the multinational 
study of needs for nursing, it was considered unethical and 
impractical to attempt reliability testing because it would 
have involved different data collectors using the same subjects 
in the assessment of needs and nursing care planning which 
would have been tiresome and possibly distressing for patients. 
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The international 'Collaborative Study of Medical Care 
Utilization' conducted by Kohn and White (1976, p. 32) set a 
precedent for the use of indirect measures of consistency. As 
in the Kohn and White (1976) study, training manuals and 
procedural lists and directions were developed for data 
collection, coding and processing (primarily as a means of 
enhancing reliability across the countries involved in the 
study of needs for nursing). 
Three pre-tests of the instruments were carried out over a 
period of two years. The f irst two pre-tests were carried out 
in four selected countries across Europe (Denmark, Finland, 
France and Norway) and the third pre-test was conducted in all 
the research centres in the eleven countries participating in 
the multinational study of needs. In addition to the aim of 
enhancing the validity of the instruments, the main purposes of 
the pre-tests were to examine the procedures for data 
collection, coding and data processing, and to ensure accurate 
translation of the instruments where this was necessary. 
DATA COLLECTION 
Data were gathered for each patient over a period of four 
consecutive days in the hospital setting or four consecutive 
visits (not more than one week apart) in the community. An 
assessment of needs was made on the first day of admission to 
the hospital in regard to the surgical patient group, or to the 
study in the case of the elderly patient group. These data 
(forming the basis for the identification of needs) were 
entered on the Health Assessment Form (Appendix 1). 
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Four consecutive Nursing Care Plans (Appendix 2) were 
completed for each patient in the study sample. In the case of 
the surgical group of patients, one care plan was made prior to 
surgery and on the three consecutive days following surgery. 
The identified nursing needs of patients, the nursing 
objectives set, the interventions planned to meet the 
objectives and the patient outcomes were all recorded on the 
Nursing Care Plan (Appendix 2). The time period for the data 
collection was eight weeks (February - April 1983). 
ETHICAL CONSIDERATIONS 
Patients are active participants in the nursing process 
and so informed consent was an inherent part of the study. In 
addition, information about the study was given to each subject 
(and relatives or significant others) and agreement to 
participate in the study was obtained. In the assessment phase 
of the nursing process information about 'health' and 'needs' 
is sought (largely through interview and observation) as a 
basis for nursing care planning. In the preparation of nurses 
as data collectors, *it was stressed that, although a complete 
assessment was desired, no attempt should be made to pressure 
patients into giving information. Validation of information 
with the patient is an inherent component of assessment, 
whenever possible, and affords additional protection for 
patients. 
Anonymity was preserved through the use of code numbers 
allocated by the programme manager to each subject on admission 
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to the study. The code numbers were known only to the programme 
manager. The research instruments were additional to other 
nursing records used for clinical purposes. As the data from 
each research centre were to be despatched for central 
processing in Denmark, guarantees were given that the data 
would not be made available or publicised without prior 
consultation with respective governments. Also, assurances were 
given that the data would not be used for purposes other than 
those specified in the design of the multinational study of 
needs for nursing. 
LIMITATIONS 
The study was limited by the following: 
1. There is no precedent for this study in the United 
Kingdom. 
2. Limited testing of the tools and procedures used to 
introduce the nursing process (as a prerequisite for the 
descriptive study of needs for nursing) and for the 
evaluation of the outcomes of the change. 
3. Limited skills and competencies of the researcher as a 
change agent. 
The requirement that a standard design, instruments and 
procedures should be used for the descriptive study of 
needs. 
5. The limited testing of the instruments. 
6. The use of purposive sampling for the selection of the 
study groups of patients. 
80 
DATA COLLECTORS 
The data were gathered by nine practising first level 
(registered) nurses who had participated in an educational 
programme to prepare them to practice nursing using the nursing 
process. These nurses also received instruction in the use of 
the instruments to be used for data collection in the 
descriptive study of needs for nursing care. 
CODING OF THE DATA 
The data from the Health Assessment Form (Appendix 1) were 
numerically transformed for computer handling through 
edge-coding. Content analysis was used to convert the data from 
the Nursing Care Plans (Appendix 2) from qualitative to 
quantitative form. The categorisation of the 'needs for nursing 
care' was derived largely from the conceptual models for 
nursing presented by Byrne and Thompson (1978) and Orem (1980). 
Maslow's (1954) hierarchy was the primary reference for the 
development of the categorical scheme for coding the objectives 
for nursing care. The work of Campbell (1978), Orem (1980) and 
King (1981) was used to construct the coding framework for the 
nursing interventions, and a Likert-type (1932) format was used 
to code the outcomes of nursing care. Efforts to achieve mutual 
exclusiveness of the coding categories were made largely 
through the pre-testing of the instruments and procedures. The 
coding was carried out by two nurse researchers. 
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DATA ANALYSIS 
The data analysis was constrained by the following: the 
convenience nature of the sample; the sample size; and the 
restriction on the number of variables which could be coded 
within the standard coding frame and procedure. In view of 
these constraints, extensive statistical testing of the data 
was not appropriate. Data analysis was therefore confined to 
the use of descriptive measures, focusing mainly on frequency 





The study procedure which evolved within the framework of 
planned change is illustrated in Figure 5 and the time-span of 
the activities is indicated in Table 4. 
As can be seen (Figure 5), the study procedure was 
developed in four phases. Phase one was concerned with the 
identification and description of the study setting with the 
general purpose of ensuring that the study requirements could 
be met. More specifically, a description of the study setting 
was needed to identify the factors which might influence the 
nurses I ability to gather data using the nursing process. In 
phase two of the study procedure, attention was focused on 
preparing selected practising nurses to gather the data for the 
study of needs using the nursing process. Phase three was 
concerned with the collection and analysis of the data. The 
activities which were carried out in phase four were intended 
to help the practising nurses to continue using the nursing 
process for the practice and development of nursing. The 
activities which formed the study procedure are described in 
detail in this chapter. 
IDENTIFICATION AND DESCRIPTION OF 
THE STUDY SETTING 
The activities undertaken to identify and describe the 
study setting were selected using the Donabedian (1966) model 
for evaluation and were carried out within the first three 
steps of the change process outlined by Lippitt et al (1958): 
diagnosis of the problem; assessment of the motivation and 
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TABLE 4: Timetable of activities within the study procedure 
Description of Activities Time-Span of Activities 
Selection and description of study 
setting: 
Informal discussions 
Description of study settings 
Participant observation 
Survey of nurses' records 
Setting change objectives 
Preparation for data collection: 
Establishment of steering group 
Development and testing of 
teaching programme 
Implementing teaching programme 
Development and testing of nursing 
record system 
Data collection and analysis: 
Preparation of coders 
Testing of instruments and data 
collection procedures in a 
pilot study 
Data collection and coding 
Data processing and analysis 
Review and appraisal of plans for 
stabilising change: 
Formal preparation of internal 
change agents 
Establishment of self-help groups 
of nurses 
Formalising procedure for record 
review 
Reporting on the findings of 
the study 
Oct. 1979 - Feb. 1980 
Oct. 1979 - Dec. 1980 
July 1980 - Aug. 1980 
July 1980 - Aug. 1980 
Dec. 1980 
Dec. 1980 
Feb. 1980 - Oct. 1980 
Oct. 1980 - Dec. 1980 
June 1981 - Dec. 1981 
April 1982 - April 1983 
Sept. 1982 
Feb. 1983 - April 1983 
May 1983 - Jan. 1984 
June 1982 - July 1982 
May 1984 
June 1983 - Aug. 1983 
Aug. 1985 
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motivation and resources. In the context of planned change, the 
literature review had shown why a systematic approach to 
nursing was considered preferable to ritualistic, task-oriented 
methods of nursing. Information was gathered in the first phase 
of the study procedure to discover if the practising nurses who 
would be involved in the study supported the need for change 
and to determine if the support which might be available in 
principle could be converted into a practical commitment. The 
Donabedian (1966) model for evaluation was useful for focusing 
attention on the factors which might influence the provision of 
appropriate nursing services. Consequently, the identification 
and description of the study settings included the collection 
of information about: the architectural design of the areas in 
which nursing was practised; the focus for, and methods of, 
providing nursing care; influence on nursing services of the 
roles and functions of other professional groups; workload; 
nursing manpower; and the availability and efficiency of 
support services. 
SELECTION OF THE STUDY SETTING 
As described in Chapter 1, two clinical settings within 
the Lanarkshire Health Board area were selected after a series 
of informal discussions involving at various times: the Chief 
Nursing Officer of the Scottish Home and Health Department; the 
Chief Arta Nursing Officers of the 15 Scottish Health Boards; 
and the senior nurses and practising nurses in the designated 
clinical settings of the three Health Board areas (Greater 
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Glasgow, Tayside and Lanarkshire) where interest in the study 
was eventually declared. The discussions were primarily 
intended to create an awareness of the contribution which would 
be expected from the nurses involved in the study. These 
discussions were also used to: assess attitudes and values in 
regard to nursing; to clarify expectations of the nursing 
process; and to assess willingness to change. Guidance for the 
discussions was derived from the literature on planned change 
and on the nursing process. 
In the early stages of the study it was possible to give 
only an outline of the research-related activities which the 
nurses would be required to undertake; but this was not an area 
about which concern was expressed. The main concern raised by 
the senior nurses and the practising nurses was about the use 
of the nursing process for data gathering within the study. The 
arguments against the use of the nursing process (which were 
largely misperceptions) were that: the documentation would be 
time-consuming, ultimately resulting in less time being 
available for direct nursing care; the systematic planning and 
delivery of nursing care would require additional manpower, 
which was unlikely to be provided; gathering background 
information for nursing care planning was an invasion of 
privacy; and extensive documentation of personal details in 
care planning would make it more difficult to ensure 
confidentiality. The nurses in Lanarkshire were the only group 
prepared to participate in the study of needs for nursing care. 
Although these nurses put forward the same arguments against 
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the nursing process as those in the other potential study 
settings, it was felt that the advantages for patients and the 
possibilities for the development of nursing (especially for 
manpower planning) were sufficient to justify involvement in 
the study. 
DESCRIPTION OF THE STUDY SETTING 
As indicated in the previous chapter, the study was 
carried out in three wards in Monklands District General 
Hospital in Airdrie and three health centres in the town of 
Cumbernauld. The Chief Area Nursing Officer was asked to 
designate an Area Nursing Officer to help to lay the 
foundations for the study and to maintain communication links 
with the senior nurses. In the months of July - December 1980, 
information was gathered by the researcher to determine the 
type of help which the practising nurses would need to enable 
them to gather data for the study using the nursing process. 
The information was gathered through participant observation, 
informal discussions and Health Board records. 
PARTICIPANT OBSERVATION IN THE 
STUDY SETTING 
For six weeks in July and August 1980 the researcher 
worked as a member of the nursing staff in both the hospital 
and community settings. Written permission to participate in 
nursing activities was first obtained by the researcher from 
the Chief Area Nursing Officer. In addition to establishing a 
working relationship with the nurses who would be involved in 
the study, the purpose of the participant observation was: 
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- to further assess motivation and the capacity for 
change; 
- to ascertain patterns of delivering nursing care; 
- to establish the credibility of the programme 
manager (as a nurse and as a change agent); 
- to assess methods of communication (verbal and 
written) ; 
- to assess methods of decision-making in regard to 
the provision of nursing care; 
- to identify methods of on-the-job learning; 
- to ascertain the frequency and nature -of the 
interaction between nurses and other individuals 
and groups contributing towards patient care. 
It is held that an effective relationship between the 
change agent and the participants in the change process is 
based on mutual trust, directness, openness and respect (Chin 
and Benne, 1976). Relative to this assertion, the literature 
suggested that the factors most likely to challenge the helping 
relationship were: ineffective communication; incompatible 
goals and values; different ideas about the nature and expected 
outcomes of the change; creating a dependency upon the change 
agent; giving unsolicited advice. In the first few days of the 
participant observation in each clinical area, the researcher's 
presence, even as a worker, created some uneasiness among the 
staff. In spite of being told that the researcher's aim was to 
experience first-hand some of the difficulties encountered in 
providing nursing care in each setting, there was an 
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expectation that criticism of nursing practices would be made. 
It was only with persistent reassurance that the nurses 
accepted the intention to describe rather than criticise 
existing practices. Within a few days in each setting, the 
researcher had become part of the team (and a welcomed I extra' 
pair of hands). 
The nurses used the time with the researcher (while 
working and during meal breaks) to express frustrations about 
their work. For example: not having enough time to talk with 
patients; being moved to other wards on an ad hoc basis to 
compensate for staff shortages; sometimes not having verbal 
reports on patients' conditions because there was "no time"; no 
continuing learning opportunities; and the feeling that the 
senior nurses were not interested in the views and suggestions 
of the rank-and-file nurses. When asked for their solutions to 
these problems the response was always "more nurses". 
The literature review on the methods of delivering and 
documenting nursing care had indicated that, for the most part, 
nursing in the United Kingdom was physically oriented and task- 
centred. The time spent working with the nurses in the wards 
and in the community confirmed that nursing care was routinised 
and governed by medical diagnosis and prescription. In the 
wards, the nurses would be sent to "do the dressings" or to 
"take the temperatures" and in the community, caseloads were 
discussed in terms of, for example, the number of injections 
and enemas to be given. 
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Although routinised, the nature of the work undertaken in 
the community was varied. It was generally agreed, however, 
that the elderly made the greatest demands on the service. Much 
of the work related to the elderly was concerned with the 
maintenance of general cleanliness and supervision of drug 
administration. In the new town of Cumbernauld an unexpected 
problem had arisen among the elderly population. Many of the 
elderly followed families in the migration from the city in 
search of work. Unfortunately, because of the unemployment, 
many of the families had later moved to other parts of the 
country leaving elderly relatives behind, many of whom had 
become housebound and thus dependent for many activities of 
living. 
Early discharge of surgical patients and an increase in 
the home care of the terminally ill had placed an added strain 
on district nursing resources. Although most of the midwifery- 
related activities in the community were confined to pre- and 
post-natal periods, there were still a few domiciliary 
deliveries. Most of the qualified midwives valued continuance 
of this aspect of community nursing. 
The nurses in the Cumbernauld area were either provided 
with transport or given an allowance to cover the cost of using 
their own vehicles. The greatest disadvantages of GP 
attachment, as opposed to the geographical distribution of 
work, was the distance which had to be covered in the course of 
a day. Much of this was due to movement of patients within the 
town, but also to a preference for a particular general 
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practitioner. The greatest benefit from GP attachment was in 
continuity of care. Most of the general practitioners held 
weekly case conferences involving health visitors, district 
nurses and social workers. Interestingly, although the district 
nurses often had to compensate for deficiencies in other 
services (such as informing social workers of financial 
hardship, making requests for home-help and collecting drug 
prescriptions), they did not appear to see this role overlap 
and confusion as an indication of the need to clarify the role 
of the district nurse. 
Administratively, the district nurses were responsible to 
a nursing officer who had four health centres in her unit and 
who also supervised the work of health visitors. The greatest 
single administrative difficulty, causing frustration among the 
district nurses, was shortage of equipment such as commodes, 
adjustable height beds and walking aids. Although nursing 
records were kept, there was a strong dependence on verbal 
reporting among the district nurses. Where district nurses were 
covering for colleagues, it was not uncommon for these nurses 
to have to ask the patients what treatments were to be given. 
As a group, the district nurses felt that their work could 
not be likened to the work of nurses in hospital, primarily 
because it was geared to the maintenance of health and had to 
take account of the effect of one person's illness on the 
health and welfare of other family members. Also, it was felt 
that the nursing records used in hospitals would not be 
suitable for community nursing because district nurses needed 
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information (about families and housing, for example) which 
hospital nurses did not need to the same extent. Furthermore, 
because district nurses were largely independent practitioners, 
the records were not required to the same extent for continuity 
of care. 
In the hospital wards, the nursing care was' time-targeted 
and task-oriented. There was strong adherence to the view that 
all patients had to be bathed daily, and that baths had to be 
given and beds made before lunch-time. The most frequently 
observed method of delivering nursing care was to divide the 
workload between two groups of nurses, often with a student 
nurse being in charge of a group of patients and nurses. No 
goals or systems of priorities were evident in this method of 
providing nursing services in the care of the elderly setting, 
but in the surgical wards priority was given to the pre- and 
post-operative care of patients and to surgical dressings. 
In all of the wards, visiting hours were respected and 
very little direct nursing care was given during these times. 
The researcher's expectation was that visiting times would be 
used for teaching, but nurses' tea breaks tended to be 
accommodated during these times. During the six-week period of 
observation, the only in-service training in evidence was in 
the care of the elderly unit where nurse learners were 
encouraged to present case studies at an extended reporting 
session. 
End-of-shift recording was much in evidence; the person in 
charge of the ward making the notes which consisted largely of 
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a list of treatments planned or executed, or observations about 
the condition of a wound or the presence of pain. Maintenance 
of patients' charts was a shared responsibility among all 
grades of nursing staff. A number of workbooks were used to 
communicate information such as: four-hourly observations of 
temperature, pulse and respirations; weights; and aperients. A 
summary report book, describing special aspects of care needed 
by particular patients, was also maintained on the surgical 
ward because it was "too time-consuming" to read the nursing 
kardex. 
It was obvious that the nursing kardex was not an 
important communication tool. There was great dependence on the 
verbal exchange of information about patient care and it was 
generally assumed that all staff members knew what to do, when 
and whatever the circumstances. Verbal communication was also 
the primary mode of exchange among the disciplines. In the 
surgical wards, there might be four consultant ward rounds 
daily, whereas ward rounds were restricted to one visit three 
times per week in the care of the elderly setting. 
During the period of participant observation, the 
researcher took the opportunity to discuss the study with the 
medical staff, most of whom listened politely but made no 
comment. One surgeon expressed the opinion that the nursing 
process was 11nonsensell and was guaranteed to create a rift 
between doctors and nurses as well as to exacerbate staff 
shortages through lengthy (and in his opinion) unnecessary 
documentation. The geriatricians, on the other hand, were very 
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enthusiastic about the descriptive study, and particularly 
about the advantages of the nursing process. This reaction 
could perhaps be attributed to the fact that geriatric medicine 
is more concerned with the effects of disease on the activities 
of daily living and with the potential for social independence 
than with disease itself. 
SURVEY OF NURSES' RECORDS 
During the period of participant observation, a sample of 
nursing records was obtained from each clinical area and 
analysed in accordance with a set of general principles for the 
documentation of nursing care, derived from the literature, 
which were as follows: 
- there is evidence that patient/client data has 
been systematically gathered; 
- the nursing problems are unambiguously stated; 
- objectives for nursing care are expressed in 
unambiguous terms; 
nursing actions related to objectives are 
unambiguously stated; 
treatment changes are accompanied by an 
explanation; 
- there is evidence that planned nursing actions 
have been carried out; 
- there is a review date for the nursing plan. 
As previously indicated, in the hospital setting, a kardex 
system for recording care was in use. Nine kardexes were 
96 
randomly selected from the surgical wards and from the wards 
specialising in care of the elderly; five from the 24-bed ward 
and four from the 16-bed ward. 
The nine kardexes taken from the geriatric area were 
analysed according to the general principles outlined above. 
Five of the kardexes provided evidence that nursing orders had 
beep carried out, though not consistently so. On one kardex, 
some treatment changes were accompanied by an explanation. 
Otherwise, the kardexes were negatively rated against the 
general principles. In summary, the following remarks may be 
made about the sample of kardexes from the geriatric area: 
basket terms, such as "slept well", "good day", 
were common; 
admission d ata were physically focused... 
temperature, pulse and blood pressure were always 
recorded; 
- remarks related to nursing care in admission data 
were concerned with three areas ... mobility, 
continence and pressure areas; 
- there were vague references to activities of daily 
living, e. g. "poor appetite", "difficulty 
sleeping".. - there was no evidence of exploration 
of these problems, or identification of cause; 
- abbreviations were numerous. 
The nine surgical kardexes were negatively rated against 
the general principles outlined. Initial admission data focused 
on the surgical procedure to be performed or, in the case of 
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emergency admissions, on observation related to the physical 
condition of the patient. Subsequent recordings were 
predominantly concerned with post-operative medical 
prescriptions and type of dressings required. Comments 




- e. g. "soft diet" 
- e. g. flup and about" 
Maintaining personal cleanliness - e. g. "bath", "shower" 
Breathing - e. g. "chest physio". 
Otherwise the recordings were similar to those described for 
the geriatric area. 
In addition to the narrative nursing notes, all four wards 
used the Aberdeen system of recording drug administration. The 
surgical ward also kept a wound infection register. 
In the community, the system of recording was 
experimental. A document intended to reflect the nursing 
process was introduced in February 1979. The document, 
comprising a nursing history sheet and a care plan, . was 
originally devised by a group of senior nurses working in the 
community. This document, together with guidelines for its use, 
was introduced as a pilot scheme initially involving ten 
district nurses, all of whom were practical work teachers 
responsible for supervising student district nurses. In a 
review of the pilot scheme, reported by Robertson in 1981, the 
following difficulties were noted: 
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- the instrument did not improve precision... vague 
terms continued to appear in the records; 
- assessment categories were ambiguous; 
- the nature of the documentation suggested a lack 
of understanding of what was involved in the 
nursing process (systematic) method; 
- it was difficult to identify the relationship 
between the assessment data and the statement of 
the problem; 
- there were complaints of increased time spent on 
documentation. 
As a result of the pilot work, the document underwent a 
series of changes. The final document was based on the 
activities of daily living (Roper et al, 1980), with social and 
psychological elements superficially and separately 
acknowledged. The categories were randomly rather than 
logically organised. 
A sample of nine nursing records was drawn at random from 
the total number of nursing records in the community setting. 
There was, thereforeg numerical rather than percentile 
consistency in the analysis of the documentation of nursing 
within the study settings. Applying the principles previously 
outlined, the following observations were made with regard to 
nursing records in the community: 
- all nine documents demonstrated that data had been 
gathered in all required areas; 
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without exception, the nursing problems stated 
tended to focus on physiological disorders rather 
than the effect of the disorder on the 
individual's life-style, e. g. "ankle oedemall, 
"obesity", "arthritis"; 
without exception, the objectives were 
nurse-centred and ambiguous; 
without exception, the nursing actions were 
ambiguously described; 
two of the nine documents provided explanations 
for treatment changes; 
all nine records carried review dates. 
Broadly speaking, the document used in the community could 
be used for the recording of systematic nursing care. The fact 
that a systematic approach to the provision of nursing care was 
not reflected in the sample of nursing records could be 
attributed to a lack of understanding of the nursing process 
rather than to the design of the document. The increase in the 
length of time spent on documentation could be explained in 
terms of inexperience and the management requirement that 
"traditional" community records should be maintained. In 
effect, there was double documentation of nursing care in the 
community setting. Also, the district nurses kept individual 
workbooks in which the dates of visits and nursing care given 
were noted. 
During the period of participant observation, a written 
request was made by the researcher to the relevant nursing 
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officers for the most up-to-date statistics on patient turnover 
in the respective clinical areas. Additional population 
statistics and information about architectural design and 
planning assumptions were provided on request by the Area 
Nursing Officer responsible for capital and manpower planning. 
The particular features of each clinical area in the study are 
briefly described below. 
ENVIRONMENTAL FEATURES AND PATIENT 
THROUGHPUT IN THE STUDY SETTING 
Monklands District General Hospital, which has a total of 
590 beds, is situated in the industrial heart of Scotland and 
provides services for a population of 171,900 (figures at 
August 1980). The hospital, formally opened in 1977, is part of 
a national plan to place a full range of health care facilities 
within easy reach of communities. 
In-patient facilities within the hospital were prqvided 
mainly within two ward towers comprising five standard ward 
floors, each accommodating 72 patients. An outer ring of mainly 
single-storey departments accommodated: out-patients; health 
centre facilities; College of Nursing; isolation wards; 
laboratory facilities; and the Psychiatric Admission Unit. Most 
of the support services were located at ground and lower ground 
levels of the tower blocks. For nursing purposes, the most 
important services available were: supply of linen and sterile 
products directly to the wards; waitress service of plated 
meals; ward-based pharmacy service; and collection of specimens 
from wards. 
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The ward floors, laid out on a race-track pattern, were 
designed to facilitate progressive patient care and are broadly 
in line with the planning principle implicit in the 
experimental development of the 'Falkirk Ward'. According to 
Stone (1980), the objective in the Falkirk experiment was to 
illustrate the results of ward planning in which the cycles of 
work for acute care and the needs of patients have been 
carefully related. Each ward floor therefore consisted of two 
30-bed wards with an adjoining area accommodating 12 beds 
designated for the more seriously ill patients. 
The 30-bed wards had six four-bed rooms and six single 
rooms. In the 12-bed areas, there were two four-bed rooms and 
four single rooms. All four-bed rooms had a washing, shower and 
w-c- compartment accessible from within the room. This 
arrangement gave a high degree of freedom in allocating beds to 
different sexes and specialties. 
Each ward had a nurses I station located within the core 
area containing bathroom, sluice, treatment, preparation, 
disposal, kitchen and day-room facilities. In the 12-bed area, 
the nurses' station was situated directly opposite the four 
single rooms; the two four-bed rooms were therefore to the 
right and left of the station, and the service areas 
immediately behind. 
No formal evaluation of the ward design had been carried 
out within Monklands District General Hospital. It seemed, 
however, that the findings of the evaluation of the 'Falkirk 
Ward' might also be applicable to Monklands, given that the 
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designs were similar. In the first instance, the planners 
assumed: 
It ... that the 
design of a ward most 
directly affected the work of nurses. The 
patients' needs naturally have high 
priority, but these are substantially met 
if the nursing requirements are fully met". 
(SHHD, 1969a, p-10) 
In relation to this assumption, the comments of the nurses 
working on the wards at Monklands differed slightly from those 
of the nurses involved in the evaluation of the 'Falkirk Ward'. 
The most contentious points relate to observation of patients 
and the number of nurses required to give care within a ward of 
race-track design. While nurses in Falkirk considered that the 
design of the ward allowed adequate observation of patients, 
nurses in Monklands expressed the opposite view. 
The two wards specialising in the care of the elderly 
consisted of 24 beds and 16 beds respectively. The 24-bed ward 
was a designated assessment unit (assessing the capacity of 
patients for independent living). Patients were either 
discharged back to the community or to hospitals specialising 
in continuing care of the elderly. The 16-bed ward was intended 
for the care of the "more seriously ill" elderly patients. On 
recovery, patients were either discharged or transferred to the 
24-bed ward for a further period of convalescence and 
rehabilitation. 
Restricted observation of patients was considered to be 
one of the main difficulties of nursing the elderly in a ward 
of race-track design. In the 24-bed ward the design was 
slightly different from that described for the large surgical 
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wards; the additional feature being the provision of a communal 
diningroom. However, this facility was not used because it was 
considered to be too time-consuming to move patients into this 
area for meals. 
Although the throughput of patients and bed occupancy 
figures are poor indicators of nursing workloads, they have 
some value in providing general clues about specific nursing 
situations. The data indicating patient throughput in the study 
setting in the period October - December 1980 are presented in 
Appendix 3 together with the nurse staffing figures for the 
same period. The data were gathered from the bed-state forms 
and from the nurses I of f-duty sheets. In summary, there was a 
high turnover of patients in the surgical wards with an average 
length of stay of 9.9 days. The throughput of patients in the 
elderly care wards was low but the workload was constant. The 
fluctuations in quality and quantity of staff presented a 
challenge to the organisation and management of nursing 
services to meet particular needs. 
The district nurses who participated in the study worked 
from four health centres in the Lanarkshire town of 
Cumbernauld. These health centres meet the primary health care 
needs of 50,000 people. The health centres are fundamental to 
the concept of primary health care, implicit in which is the 
belief that a wide range of health services should be easily 
accessible and available to all. Most health centres therefore 
provide medical, nursing, dental, pharmaceutical, chiropody, 
and maternity and child welfare services. Additionally, some 
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hospital out-patient clinics are now held in certain health 
centres. 
For many, the first point of contact with the primary 
health care team is the general practitioner, who is 
responsible for continuing care. In support of teamwork, 
implicit in the concept of primary health care, district nurses 
in Cumbernauld work within a system of general practitioner 
attachment. The number of district nurses allocated to each 
practice depended largely on the population served by a 
practice, which in turn was geared to the number of general 
practitioners working in partnership. 
There were a few enrolled nurses working under the 
supervision of the district nurses in the Cumbernauld area. 
These nurses did not have their own caseloads but rather shared 
the'work with the registered nurses attached to a particular 
practice. The enrolled nurses in Cumbernauld had all been 
formally prepared for community nursing, having undergone a 
ten-week training course provided for the Health Boards by the 
same College of Further Education in which the registered 
nurses were prepared for community work. 
As previously stated, the number of nurses attached to a 
practice depends on the population served by that practice. One 
of the advantages of centralised health care is that it allows 
great flexibility in staffing and work-sharing. The community 
nurses worked a 37.5-hour wee-k. In addition, there was an 
"on-call" service for evenings and weekends. The need to 
provide a 24-hour community nursing service meant that there 
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were occasions when patients were attended by nurses from 
another practice. An overview of the workload and staffing in 
the four health centres from which data were provided is given 
in Appendix 3. The greatest influence on the workload was the 
travelling distance between each patient. 
PREPARATION OF DATA COLLECTORS 
The synthesis of the information gathered in phase one of 
the change process suggested that the factors posing the most 
serious threat to the successful change to a systematic 
approach in nursing would be: fluctuating workloads; workforces 
of varying quantity and quality; service dependence upon 
learners as workers and the effect upon the service of the 
introduction of a modular scheme of training; a reduction in 
the working week (from 40 to 373/2 hours); attitudes and values; 
and adherence to a medical model in nursing practice. 
The main factors influencing the judgement about the level 
of motivation and the capacity for change were: the varying 
perceptions of what had to be achieved; the need to introduce 
new values and to change working practices, and, in regard to 
this, the degree of difficulty of the change and the fact that 
initially the change would not be observable; the length of 
time which was available to accomplish the change; and the need 
to establish more effective methods of communication. On this 
basis the objectives for change were set and the role of the 
researcher in the process of change was decided. These two 
activities represent the fourth and fifth steps in Lippitt et 
al's (1958) theory of change. 
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CHANGE OBJECTIVES 
The literature review had emphasised the importance of 
documentation of the nursing process and so it was considered 
that the nursing records could also be the tools for the 
evaluation of change. On the basis of this premise, the 
following change objectives were set: 
1. Through formal and informal methods of instruction, to 
introduce a systematic approach to nursing in two clinical 
areas. 
2. To introduce a system of documentation to reflect a 
systematic approach in nursing practice and the framework 
within which nursing care is organised. 
3. To develop a record review system with the following 
objectives-. - 
to emphasise the role of a systematic approach in 
the provision of quality nursing care for 
individuals; 
to raise questions about nursing practice through 
systematically gathered data which is descriptive 
of the nursing care planned and provided for 
individuals and groups of patients; 
(iii) to increase the awareness of the multidimensional 
aspects of health and to encourage continuing 
appraisal of the values and beliefs which guide the 
practice of individual nurses; 
to facilitate the identification of the learning 
needs of individual nurses; 
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to emphasise that each nurse is accountable, to - 
patients and to the employing authority, for the 
nursing care which is planned and provided for 
individuals; 
(vi) to increase the awareness of the legal significance 
of records; 
(vii) to determine the ability of the nurses to gather 
data accurately for the descriptive study of needs 
for nursing care. 
4. To establish a network of self-help groups of nurse 
practitioners, nurse managers and nurse educators to 
facilitate (a) the sharing of experiences in nursing and 
(b) problem-solving relative to the management of nursing 
care. 
CHANGE AGENT 
The normative-re-educative group of strategies uses a 
change agent as a "medium of re-education" both in the personal 
and organisational context. According to Lippitt et al (1958, 
157) : 
11 ... the success or failure of almost any 
change project depends heavily upon the 
quality and the workability of the 
relationship between the change agent and 
the client system, and many aspects of this 
relationship are established very early in 
the helping relationship". 
The role of the change agent may be specialised or 
multifaceted, and five types of helping role for the change 
agent were proposed: 
108 
- helping to establish new relationships between 
individuals and/or groups; helping individuals to 
develop insight into attitudes, values, actions; 
- presenting expert knowledge on procedures; 
- direct participation in the work of a group in 
order to provide strength from within; 
- creating special environments (e. g. creating a 
learning environment, initiating group sessions 
for examining and changing attitudes); 
- giving support during the process of change 
(dealing with doubts and hesitations, offering 
encouragement or practical suggestions). 
(Lippitt et al, 1958) 
Lancaster and Lancaster (1982) hold that the use of both 
internal and external change agents has the advantage of 
combining objectivity with an in-depth knowledge of the people 
or situations which are to be changed. The judgement about 
whether the researcher should become the I change agent I had to 
take into account: the commitment to collaborate in the design 
and development of the descriptive study in its multinational 
context, which involved considerable amounts of time and 
energy; the earlier decision to help to introduce the nursing 
process in two other Health Board areas (Tayside and Lothian); 
the commitment to the Scottish Health Boards' Liaison Officers 
0 Group; the distance from the collaborating centre in Edinburgh 
to the research centres; and finally, and most particularly, 
the limited knowledge and inexperience of the researcher in 
effecting planned change. In light of these constraints and in 
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the hope of maintaining the change following the descriptive 
study of needs, the researcher decided to adopt the role of 
external change agent. and to identify suitable nurses who would 
become internal change agents. This decision was endorsed by 
the collaborating centre support group. 
Within the normative-re-educative group of strategies 
there are five guiding principles: 
- individuals should be involved in working out 
programmes of change for themselves; 
- the problem is not likely to be resolved by a 
simple transfer of information, but rather may 
involve a change in attitudes, values, norms, 
relationships; 
- underlying influences impeding the solution to a 
problem should be brought to consciousness; 
- there must be congruence between the change agent 
and change participants' perceptions of the 
problem; 
- change strategies are derived from the concepts 
and methods of the behavioural sciences. 
(Chin and Benne, 1976) 
The normative-re-educative group of strategies fall within 
two categories: those which are directed towards improving the 
problem-solving capacities of the system (whether an 
individual, group or community); and those which promote self- 
awareness, self-reliance, adaptability and creativity in 
individuals. 
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Strategies aimed at improving problem-solving capacities 
assume that: 
(a) The individual is of primary importance in any 
form of social organisation. 
(b) Systematic problem-solving is the key to 
effective change. 
(c) Problem-solving capacities within any 
organisation are enhanced through the establish- 
ment of problem-solving structures and processes 
sensitive to interpersonal as well as technical 
problems. 
(Chin and Benne, 1976) 
Personal growth strategies (the second category of the 
normative-re-educative group) also focus on the individual as 
the primary unit of change. These strategies are thus linked to 
those which focus on the improvement of problem-solving 
capacities and in the assumption that effective organisation 
depends upon how well human resources are managed. Support for 
these assumptions may be found in the work of humanistic 
psychologists such as Maslow (1954), Fromm (1968) and 
particularly Rogers (1971). The personal growth strategies are 
concerned with self-discovery, creativity, respect, trust and 
openness of communication. The humanising of organisations is 
an anticipated side-effect of personal growth in the 
individual. In light of the foregoing, the approaches chosen to 
meet the change objectives were: group planning and monitoring 
of the change process; education; preparation of internal 
change agents; and record review as a means of evaluating the 
change and identifying learning needs. 
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GROUP PLANNING 
Likert (1967, p. 1) states that: 
"Of all the tasks of management, managing 
the human component is the central and most 
important task, because all else depends 
upon how well it is done". 
This view is supported by Lawrence and Lorsch (1967, p. 3. ) 
through their definition of an organisation as: 
11 **' the co-ordination of different 
activities of individual contributors to 
carry out planned transactions with the 
environment". 
Likert holds that the effectiveness of an organisation 
depends upon the quality of its decision-making processes and 
the adequacy and accuracy of the information used in these 
processes. As Lawrence and Lorsch (1967, p. 2) noted: 
"People have purposes; organizations do 
not. It is more accurate to say ... 
(an) 
organization has adopted a planned strategy 
or goal ... that is attracting various 
contributions from people who are, in fact, 
seeking to fulfil a variety of different 
purposes". 
Likert (1967) proposes an overlapping group structure to 
give emphasis to the I person I, and to achieve integration and 
co-ordination of the purposes of individuals within the context 
of organisational goals. The principle feature of the 
overlapping group structure is that for each group (unit, 
department, etc. ) within an organisation, there is one person 
who has overlapping membership of another group. The advantages 
of the overlapping group structure are maximum participation of. 
all staff members in decision-making, and pooling of personal 
and professional resources in the decision-making processes. 
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The organisation of nursing is more closely aligned with 
the classical (authoritarian) model of organisation than with 
the humanistic (interactive and supportive) model proposed by 
Likert (1967). The line structure is not in itself antagonist 
to the notion of overlapping group membership (e. g. charge 
nurses representing specific units within an area; senior 
nursing officers representing areas within a division). It 
seemed, however, that a change in attitudes as well as in role 
perspectives and role relationships would be necessary to 
ensure the responsiveness of nurses to the changing needs for 
nursing care of individuals. 
ESTABLISHMENT OF A STEERING GROUP 
In order to have the fullest possible involvement of the 
nurses in the planning and monitoring of the change, and to 
encourage participation in the development of nursing, a three- 
tier structure was envisaged (Figure 6). This structure assumes 
that the drive within any organisation comes from individuals 
and that the achievement of organisational goals depends upon 
the integration and co-ordination of individual contributors 
(Lawrence and Lorsch, 1967; Likert, 1967). It was further 
assumed that individuals are motivated to achieve 
organisational goals through active participation and 
involvement in goal-setting and evaluation. Effective decision- 
making within the organisation depends upon the ability to make 
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maximum use of professional knowledge. This requires greater 
openness and sharing which, it was assumed, could be 
accomplished through a process of communication in both an 
upwards and downwards direction in the hierarchy as well as 
between peers (Likert, 1967). 




SELF-HELP SELF-HELP SELF-HELP 
GROUP GROUP GROUP 
INDIVIDUAL 4 INDIVIDUAL INDIVIDUAL 
The first step in the plan was to establish a steering 
group which had the following objectives: 
to stimulate enquiry in, and discussions about, 
nursing throughout the Health Board area; 
to co-ordinate activities of the proposed 
self-help groups; 
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- to communicate developments within the Health 
Board area to the senior nurse managers; 
- to examine requests for assistance with in-service 
training in the use of a systematic method of 
nursing, to co-ordinate these requests and, where 
appropriate, to make recommendations to the 
relevant nurse administrators; 
- to monitor developments within the self-help 
groups through the records of nursing care and a 
quarterly report on the self-help group 
activities; 
- to provide links between basic and post-basic 
educators and other groups involved in similar 
work throughout Scotland. 
Each clinical area involved in the study had two 
representatives on the steering group. Additionally, three 
nursing officers (later occupying the role of change agents), 
one senior nursing of f icer and two tutors contributed to the 
work of the group which was chaired by an Area Nursing Officer 
(who was the designated WHO contact person for the centres) . 
The programme manager acted as a resource person for the group 
and the minute of the bi-monthly meetings represented the 
formal method of communication between the local nursing 
hierarchies, the nurses in the type I and type II participating 
centres and the collaborating centre advisory group. 
Relationships within the group were based on openness and 
honesty which were especially important characteristics in the 
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light of the uncertainties caused by the developmental and 
exploratory nature of the work. Additional uncertainties were 
created by the research links with the World Health 
Organization, particularly in regard to the timing of certain 
activities. The researcher outlined the activities to be 
undertaken and the methods which it was thought were most 
suitable for achieving the targets. In the discussions with the 
groups, greater emphasis was placed on the clinical importance 
of the nursing process than on the research activities, 
primarily to prevent unnecessary stress. Also, as the 
instruments and data collection procedures were being developed 
through WHO, it was agreed that their use would be discussed 
only when they had been finalised. 
One of the first items considered by the group was the 
outline of the teaching component needed to effect the change 
to systematic, person-centred nursing. It was explained to the 
group that although WHO planned to produce a teaching package 
for use in all the research centres throughout Europe, it was 
apparent from an early stage in the programme that the material 
would not be available in sufficient time to effect change in 
the centres. In anticipation of this delay, the researcher 
would have to construct a teaching programme to ensure that 
data for the descriptive study of needs could be gathered. 
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DEVELOPMENT AND TESTING OF THE 
TEACHING PROGRAMME 
The educational part of the change process had formal and 
informal (ongoing) components, taking account of the needs of 
adult learners and the constraints of the local situation, for 
example, staffing levels, workloads, sickness and holidays. As 
the - researcher was not a teacher, the development of the 
educational part of the plan was a source of personal anxiety, 
particularly since it was important to maintain credibility 
among the nurses who were to participate in the change. In 
addition to reviewing the literature on the nursing process and 
planned change, it was necessary for the researcher to learn 
about teaching methods so that an appropriate package could be 
constructed. 
Orem's (1980) self-care concepts of nursing were chosen as 
the dominant conceptual framework within the teaching programme 
for the following reasons: 
- the increasing value placed on self-reliance and 
self-direction as first-time strategies in the 
promotion, preservation and restoration of health; 
presents an inductively derived explanation of the 
relationship between nursing and health; 
the possibilities for the description and 
categorisation of nursing skills and actions with 
regard to the evaluation and identification of 
learning needs; 
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- sufficiently expansive not to be at odds with 
whatever conceptual framework was chosen for the 
construction of the instruments for the study of 
needs for nursing care. 
The aims of the teaching programme were: 
- to introduce and encourage the use of a systematic 
approach to nursing; 
- to stimulate thinking and discussion about nursing 
through the use of the nursing process. 
The objectives were: 
(1) To create an awareness of a changing health care 
environment. 
(2) To stimulate self-examination in relation to the 
changing health care environment and to the role 
of nursing in health care. 
(3) To describe the systematic approach to nursing 
and to highlight its central role in the 
development of nursing. 
(4) To develop problem-solving skills. 
(5) To motivate toward implementation of a 
systematic approach to nursing. 
The content of the programme was organised in five parts to 
facilitate formal presentation. These parts were: 
(1) Background to the WHO Medium-Term Programme in 
Nursing. 
(2) Nursing in perspective. 
(3) Assessment of patients' needs for nursing. 
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Planning nursing actions. 
(5) Implementation of the nursing plan and 
evaluation of the outcomes of nursing care. 
Each part of the programme had specific learning 
objectives to guide the development of the programme content 
and to provide a focus for self-learning. The content of the 
teaching programme is summarised in Appendix 4. Overhead 
transparencies and hand-outs were used to emphasise. particular 
points and to act as an aide memoire. The informal part of the 
programme was concerned with developing the relevant skills and 
knowledge through the use of case presentation, role play and 
group exercises. The outline of the teaching programme was 
presented for critique and approval to the support group in the 
collaborating centre. 
Nursing auxiliaries were to be introduced to the nursing 
process through the use of a tape-slide programme (SHHD, 1981a) 
prepared for the nursing process liaison officers group 
operating under the auspices of the Scottish Home and Health 
Department. It was planned that the tape-slide programme would 
be shown to the nursing auxiliaries on completion of the 
lectures for trained nurses. The programme would be repeated 
until all the nursing auxiliaries had seen it. At the end of 
each session, the researcher would be on hand to answer 
queries. 
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IMPLEMENTING THE TEACHING PROGRAMME 
The outline of the teaching programme was presented to the 
steering group whose advice was sought on the timing of certain 
activities and on other administrative details. In preparing 
the timetable particular attention was paid to: the needs of 
adults as learners, the availability of the participants in the 
teaching programme and of the researcher; time targets for data 
collection; the likelihood of staff turnover during the 
preparatory period; the needs of the student nurses who were 
part of the workforce. 
In an attempt to reduce speculation and anxiety, and 
taking account of the above factors, it was proposed that the 
formal content of the programme should be presented in five 
one-hour lectures given over a period of two months. The 
lectures were held in the lecture theatre in Monklands District 
General Hospital and were timed to coincide with afternoon 
visiting when there was normally a lull on the wards. The 
lectures were given twice weekly throughout the two months to 
accommodate shift patterns and availability of staff. The 
researcher and the chairperson of the steering group negotiated 
the re-scheduling of night duty rotas to permit the relevant 
night staff members to attend the lectures. The nursing 
officers in the community re-arranged caseloads to enable the 
district nurses participating in the study of needs to attend 
lectures. 
In the course of the discussions with the steering group 
regarding the logistics of the teaching programme, there were 
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differences of opinion about whether the various grades of 
trained staff should attend separate sessions. One of the main 
reasons given for this proposal was that the senior nurses 
might lose face in front of their juniors, particularly in the 
group work. This proposal was considered to be impractical in 
terms of time and the small numbers of staff involved. Also, it 
was argued that working through new ideas together was needed 
to encourage open relationships which would be necessary for 
continuing development through the self-help groups. 
Consequently, there was no segregation of staff in the formal 
part of the teaching programme, although the demands of the 
service made it necessary to carry out the group work in 
separate locations. 
The use of learners as workers posed a problem, 
particularly for the management of individualised care. The 
nursing process was not featured in the basic nurse training 
programme. The throughput of learners in the clinical areas in 
relation to the timing of the study were the main factors in 
the decision to exclude the learners from the teaching 
programme. It was agreed that once the nursing documents were 
introduced to reflect the nursing process, the charge nurses 
would orientate the learners. Another important point of 
agreement was that the views of the Scottish National Nursing 
and Midwifery Consultative Committee should be adhered to in 
placing the responsibility for planning and evaluating nursing 
care on the 'registered' nurse. 
121 
The informal component of the teaching programme had a 
duration of two years, with staff meeting once a week (on 
Tuesday afternoons in the community and Wednesday afternoons in 
the hospital) to work towards meeting the learning objectives. 
In the hospital, the group sessions were held in the patients' 
diningroom on one of the wards specialising in care of the 
elderly. In the community, the sessions were held in the health 
education classroom in one of the health centres in 
Cumbernauld. 
The weekly group work was led by the researcher acting as 
external agent. The nursing officers designated as internal 
change agents were present on most occasions. The group 
sessions were very informal with tea and biscuits on hand to 
revive the participants at the end of each one-hour period. The 
decision-making model outlined by McDonald and Harms (1966) was 
used to prompt peer critique following role play, case 
presentations and group exercises; which were used in rotation. 
The material for the case presentations was initially provided 
by the researcher and later by individual nurses giving 
accounts of their own experiences of care planning. The 
purposes of the group work were located within the 
structure-process-outcome model for evaluation proposed by 
Donabedian (1966). Thus: 
Structure: - 
- to encourage needs orientation (as opposed to task 
orientation) in the delivery of nursing care; 
- to encourage allocation of work through skills 
orientation rather than by task; 
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- to develop skills for team planning; 
- to encourage risking expression of ideas, feelings 
and opinions; 
- to develop confidence in exploring issues related 
to the provision of nursing care. 
Process: - 
- to emphasise the role of a conceptual framework 
for nursing care planning; 
- to create an awareness of the need for priority 
setting in care planning; 
- to emphasise the central role of a systematic 
approach in the practice and study of nursing; 
- to create an awareness of the influence of 
perception and experience on problem 
identification and nursing care planning; 
- to develop communication skills; 
- to develop confidence in the interpersonal 
processes involved in nursing; 
to improve skills of observation and interviewing; 
to raise ethical issues related to the planning 
and provision of nursing care; 
- for values clarification relative to changing 
views about 'health' and 'needs'; 
- to develop critical thinking skills; 
- to explore behaviour in specific situations. 
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Outcome: - 
- to create an awareness of the need for sound 
information for care planning; 
- to emphasise the need for continuity of care; 
- to emphasise the role of careful and explicit 
documentation in the evaluation of nursing care; 
- to highlight the role of a conceptual framework 
for nursing in the selection of criteria for 
evaluation. 
Attendance at the group sessions was variable due to shift 
patterns, service needs, holidays and sickness. In the first 
few weeks active participation was limited to the researcher, 
the charge nurses and the nursing officers, with the other 
members of the group (usually 5-7 nurses) listening to the 
discussions and observing the proceedings. Within one month of 
commencement of the group work the nurses were much more 
relaxed and willing to take an active part in the work. 
The review of the literature highlighted the need to take 
account of the principles of adult learning in the planning and 
implementation of the teaching programme. The group work seemed 
to be an effective way of reinforcing most of these principles. 
Nevertheless, it was apparent on a number of occasions that the 
nurses I attention was influenced by the pressures of work and 
what had to be achieved on returning to the wards or other 
clinical areas. These negative influences on performance were 
used in subsequent sessions to stimulate discussions about the 
methods of delivering nursing care. 
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Nurse training in the United Kingdom is based largely on 
pedagogical principles which encourage passive rather than 
active learning. It was anticipated that in the course of the 
group work questions and issues would arise to which there 
would be no ready answers or solutions (for example, ethical or 
moral issues). This situation was expected to promote 
self-motivated learning and so there was continuous 
communication with the librarians in the College of Nursing and 
in the medical library. It was encouraging to note the 
increasing use of library facilities by the nurses in the 
course of the teaching programme. Some of the nurses said that 
although they were keen to read more, there was no opportunity 
during working hours and they were too tired at the end of the 
shift to undertake any serious study. 
Some of the charge nurses had been nursing for many years 
prior to the advent of the nursing process and so there were 
mixed reactions to the change. Most of the charge nurses argued 
that they had always nursed 'systematically' and tried to treat 
the patient as a 'whole' person' The last point was most 
strongly argued by the district nurses on the grounds of their 
close contact with patients and families in the home 
environment. The strongest objection to the change was in 
relation to the systematic documentation of the nursing care 
planned and provided for individuals. Some of the nurses argued 
that it was insulting to colleagues to give explicit 
instructions about patient care. Most nurses argued that it was 
too time-consuming. The conflict about documentation reached 
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peak levels during the exercises to develop written 
communication skills. 
New and Couillard (1981) listed five basic reasons why 
people resist change: threatened self-interest; inaccurate 
perceptions of the change; objective disagreement with the 
change; psychological reactance; low tolerance for change. 
Tobin et al (1979) argued that resistance to change should be 
welcomed since it denotes investment and involvement. One of 
the district nursing sisters (who was two years away from 
retirement) asked to be excused from the group work because she 
felt she was too old to learn 'new tricks' even though she 
could see some advantages in the nursing process. Others were 
clearly threatened by the prospect of written care plans and 
the idea of evaluating nursing care. This was most obvious in 
the-case presentations when the reasoning behind the nursing 
interventions was sought and often not forthcoming. 
It was not possible to involve night staff in the group 
work because of variable working nights and the small numbers 
of night nurses involved. To try to compensate for this area of 
neglect, the researcher undertook further periods of night duty 
over the two-year period of the study in order to give personal 
support to each night nurse involved in the study of needs for 
nursing care. 
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DEVELOPMENT AND TESTING OF A 
NURSING RECORD SYSTEM 
Documentation is an integral component of a systematic 
approach to nursing. The critical role of documentation is 
emphasised by Prophit (1980, p. 10) in a summary of the reasons 
for keeping nursing records. Thus, documentation is necessary: 
- for communication; 
- as a mechanism for accountability; 
- as a method to build the science of nursing; 
- for assurance of continuity and direction of 
nursing care; 
- as a means of individualising care; 
- as a means of evaluation; 
- as a means for the education of professionals; 
- as a means to facilitate the integration of the 
multidimensional aspects of the person who is a 
patient/client; 
- as a means of interdisciplinary co-operation; 
- as a source of legal protection; 
- as a means to increase efficiency of nursing care 
and the foundation for effective care planning. 
Accepting the vital role of documentation in the nursing 
process as outlined above, a sub-committee of the steering 
group was formed to review the existing records systems (in 
both locations) relative to the requirements for the systematic 
documentation of nursing. Guidelines for this work were 
prepared by the researcher based on the same principles which 
were used in phase one of the change process, when information 
about the situation to be changed was being sought. 
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One of the major issues requiring lengthy debate by the 
sub-committee was whether or not. to recommend a standard format 
for organising the information about the health status of 
individuals. No standard format was used in the teaching 
programme; the aim being to encourage nurses to organise and 
present needed information within the framework of self-care 
and without a visual prompt. However, because of the needs of 
learners and new staff members, the sub-committee opted for a 
standard format based on self-care (Orem, 1980), viewing this 
as a needed teaching/learning resource. 
The complete documentation system which was developed by 
the researcher, during the summer of 1981, in accordance with 
the wishes of the sub-committee, had five parts: a nursing 
assessment format*; a record of problems/objectives/outcomes; 
nursing orders; a record of nursing care given; and nursing 
notes. These documents are included in Appendix 5. 
Information gathered in phase one of the change process 
suggested that failed attempts to make changes in the system of 
documentation were due to the need to run two systems together 
(when the changeover was gradual)', and to organisational 
difficulties in terms of resource allocation. It was agreed, 
therefore, that there should be a complete changeover of 
documents within a period of 4-5 days, with all nursing staff 
being made familiar with the new system prior to its 
The assessment format was adapted (with permission) from a 
document which was originally prepared for use in the WHO 
multinational study. 
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introduction. It should be said that the system, and the method 
of introducing the system, were first tested in a type 
participating centre (a medical ward in the Lothian Health 
Board area) in December 1981. 
In February 1982, the system was introduced to the wards 
specialising in the care of elderly patients in the research 
centres. The change in the documentation was achieved through 
the combined efforts of the charge nurses, nursing officers and 
the researcher. For f ive days, the charge nurses and nursing 
officers interviewed patients and relatives and retrieved 
information from medical and nursing notes (and from memory) in 
order to construct care plans based on the identified needs for 
nursing care of individual patients. The main contribution of 
the researcher was in helping with the synthesis of 
information, and in the formulation and statement of problems 
and objectives. In spite of the intensity of the activity, 
there were many humorous moments and a great deal of learning 
about the nursing process. 
Criteria derived from the self-care framework for nursing 
and from the literature on the systematic approach to nursing 
were elaborated in a record review system (Appendix 5) which 
was used after six weeks and again after four months to 
identify the learning needs of the individual nurses with 
regard to systematic person-centred nursing. The findings of 
this work were presented in written reports to the steering 
group, the local nursing hierarchies, the collaborating centre 
advisory group and, most importantly, to the practising nurses 
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who used the feedback for correction and development through 
the weekly group sessions. 
The same system of documentation was introduced to the 
participating centre in the community. In the community, the 
district sisters themselves were responsible for changing their 
records; the researcher acting as a resource person. A gradual 
changeover of records was feasible in the community because the 
nurses had individual caseloads. The use of the system in the 
community was monitored in the same way as in the hospital, 
with the feedback being used to modifY practice. Some of the 
district nurses expressed a wish to leave the nursing care 
plans in patients' homes but the consensus of opinion among the 
nurses was that this would be impractical in situations where 
there were confused patients or children who might accidentally 
destroy the records. One of the district nurses recalled a 
previous attempt to leave nursing records in the patient's home 
which came to grief when the family dog chewed the notes. 
Although it was agreed in principle that a similar system 
of documentation would be required for the surgical wards, 
experience* suggested that a phased introduction would be more 
appropriate in this setting. The experience gained in working 
with the record system in the wards specialising in care of the 
elderly, and in the community, highlighted the value of nursing 
orders in the selection of management strategies appropriate to 
the delivery of individualised nursing care. The throughput of 
patients, and the numbers of those undergoing surgery, were 
critical factors in the decisions concerning the documentation 
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of nursing in the surgical wards. It was agreed, therefore, 
that a summary assessment, nursing orders and progress notes 
would be kept for all patients whose anticipated length of stay 
was less than 72 hours. For those who were expected to be in 
hospital for longer than 72 hours, a full system of 
documentation was to be used. 
To facilitate the use of nursing orders in the surgical 
area, "standard" instructions (for example, pre-operative 
information for patients) were to be written and held in a 
central position in the ward area. A note referring nurses to 
these "standard" instructions would then be a simple 
requirement which would reduce the amount of writing necessary, 
while maintaining clarity and precision of written instructions 
to nurses. This work was carried out by the nursing officer in 
consultation with the ward sisters. 
0 
PREPARATIONS FOR DATA COLLECTION 
AND ANALYSIS 
In April 1982, five months before the pilot study, 
discussions were held between the researcher and the persons 
responsible for data preparation within the Edinburgh Regional 
Computing Centre to ensure that the "standard" procedures for 
data preparation were understood and that time targets could be 
met. Also, the computer adviser within the Scottish 
collaborating centre was briefed about data processing 
requirements and time targets, and was given a written 
description of the Itstandard" computer programme to be used for 
detecting errors in data entry. Each computing centre was given 
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a copy of the data cleaning programme in a form compatible with 
available systems. 
Two nurse researchers volunteered to act as coders. Two 
months before the pilot study the coders were given: the 
"standard" code books and instructions; the "standard" coding 
forms; and a number of. completed sets of instruments to be used 
in coding exercises. To try to ensure consistency in the data 
collection, "standard" inter- and intra-rater reliability test 
procedures were developed. The inter-rater reliability tests 
involved the random selection of four completed Nursing Care 
Plans which were coded by each coder in turn. The intra-rater 
reliability tests required that four randomly selected Nursing 
Care Plans be coded by the same person on three separate 
occasions. The desired level of reliability among coders was 
80%. The reliability checks were continued throughout the data 
collection period. 
PILOT STUDY 
In the development of the study design it was planned that 
the data should be gathered by the charge nurses because of the 
duration of the study and the low turnover at this grade. A 
pilot study was carried out in September 1982 in all countries 
involved in the multinational study. One month before the pilot 
study, the nine nurses who were to be involved in the data 
collection were given copies of: the instruments; the 
"standard" list of terms relative to the content and use of the 
instruments; and the "standard" guidelines for collecting the 
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data. Following the examination of these documents, discussions 
were held between the programme manager and the nurse data 
collectors to ensure clarity of the instructions, and trial 
runs were carried out until each nurse became familiar with the 
content and format of the instruments and with the procedures 
for data collection. 
In the pilot study, data were gathered from five patients 
(three in the elderly group and two in the surgical group) by 
three nurses (two in the hospital setting and one in the 
community). The data collection and coding was uneventful but 
some difficulties were experienced in mounting and running the 
standard data cleaning programme which was due to a technical 
fault in the tape. Also, some re-coding was necessary due to an 
error which was detected by the data cleaning programme. 
COLLECTION OF DATA 
The study was carried out over an eight-week period 
(February April 1983). The data were gathered by nine charge 
nurses (five in the hospital setting and four in the community) 
from 40 elderly patients and 40 patients in the surgical group. 
As the instruments were designed for research purposes 
only, it was necessary to keep permanent records of the nursing 
care planned and provided for the patients included in the 
study. This duplication was time-consuming. During the period 
of data collection, the nursing officers relieved the charge 
nurses of some of their normal duties so that the standards of 
patient care would not be threatened by the study requirements, 
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and to try to avoid stress among the staff during the data 
collection period. 
A lockable filing cabinet was made available within the 
hospital setting to keep the data safe during the period of 
data collection. Each completed data set was registered on a 
"standard" form with regard to subject numbers and respective 
needs numbers (consecutive numbers allocated by the programme 
manager on completion of a data set). 
For the purpose of coding, one copy of each data set was 
made. The original data sets, when removed from the clinical 
locations, were kept in a locked cabinet in the Nursing 
Research Unit. Coding of the data was carried out in three 
different locations. During this time coders were responsible 
for data security. 
Coding and data processing were carried out as described 
for the pilot study. The "cleaned" data were despatched on 
magnetic tape to the central processing location in Denmark; a 
copy of the tape being retained in Scotland for security and 
for the purpose of undertaking a separate analysis of the 
Scottish data. 
PREPARATION OF INTERNAL CHANGE AGENTS 
AND ESTABLISHMENT OF SELF-HELP GROUPS 
Phase four of the study procedure was concerned with the 
'maintenance of change' and 'terminating the helping 
relationship' , which are the last two steps in Lippitt et al Is 
(1958) theory of planned change. In the absence of continuing 
learning facilities in nursing, it was thought that the 
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maintenance of the change and continuing personal and 
professional development could take place through the 
establishment of self-help groups of nurses. It was envisaged 
that these groups would be led by the unit nursing officers and 
co-ordinated by the steering group (see Figure 6, page 113). 
The identification of nursing officers as potential "change 
agents" stems from the overlapping nature of the role which 
they occupy in the management' structure. It was planned that 
each nursing officer would assist the members of the respective 
self-help groups to set objectives for personal and 
professional development. Progress towards meeting these 
objectives would be monitored through planned review of nursing 
records using criteria developed from the self-care framework 
for nursing which had formed the basis of the teaching 
programme and had been used by the researcher to monitor the 
change in the wards and community areas. The findings of the 
review would be reported to the members of the self-help groups 
and used to modify practice. It was intended that the findings 
should also be reported to the steering group so that overall 
progress could be monitored. Guidelines for reporting on the 
work of the self-help groups were prepared by the researcher 
and these are included as Appendix 6. 
The establishment of the self-help groups of nurses was 
based on the assumed relationship between the use of a 
systematic approach in nursing, learning through experience, 
the capacity for change within the nursing structure, and the 
ability to meet individual needs for nursing care. The group 
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strategy also took account of the "staff appraisal scheme" 
(SHHD, 1980a) which urged the identification of learning needs, 
and of the report on 'Continuing Education for the Nursing 
Profession in Scotland' (SHHD, 1980b) which emphasised the need 
for "planned education and training". The establishment of the 
self-help groups was an attempt to create a structure and 
climate conducive to learning and to enquiry in nursing. 
The plan for the establishment of self-help groups, under 
the leadership of the nursing officers, was intended to cover 
only those areas involved in the study. However, at the request 
of the Divisional Nursing Officers, the plan was extended to 
allow nursing officers from other units to participate. These 
nursing officers formed an "unplanned" group to provide peer 
support and critique with reference to the development of the 
skills and knowledge associated with the nursing process, and 
experience in the planning and management of change. 
Preparation for the "helping" role outlined by Lippitt et 
al (1958), which it was proposed the nursing officers should 
occupy, involved 12 hours of informal instruction in the 
planning of change and in the use of a systematic approach in 
nursing. This instruction was in follow-up of four hours of 
formal preparation (identical to the last four formal teaching 
sessions (Appendix 4) held for the ward and community nurses 
involved in the WHO study) which was provided for the nursing 
officers in the summer of 1982. 
The principles of planned change were outlined using the 
plan which had been made for change in the Scottish centres 
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(see Figure 5, page 84). Subsequent work entailed each nursing 
officer selecting a particular ward or community area and 
working out a plan of change for this area. The informal group 
sessions were held over an eight-week period (June - July 1982) 
in a side-room of a ward which had not been commissioned. Each 
member of the group was encouraged to present and discuss the 
plan of change for the respective units and for the 
establishment of the self-help groups within the units. The 
Donabedian (1966) model for evaluation, to which the nursing 
officers had been introduced, helped to highlight the 
similarities and differences in the management of each unit and 
to identify the factors which needed to be taken into account 
in planning and implementing change. Additionally, the group 
work afforded opportunities to explore the job content as 
perceived by each of the nursing officers. 
In the course of the group work there was lengthy and 
heated debate about how time could be saved to enable the 
nursing officers to function as change agents and leaders of 
the proposed self-help groups. It was agreed that some clerical 
duties could be delegated to ward clerks and secretarial staff. 
Also, it was revealed that most of the nursing officers spent 
many hours each week trying to resolve situations where there 
was overbooking of beds which resulted in patients awaiting 
admission either being sent home or having to wait many hours 
for a bed (usually in a ward other than that which was 
intended). While the intervention of the nursing officers was 
prompted by the distress of patients and the frustration of 
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nursing staff on the wards, it was recognised that their 
continuing actions served only to perpetuate a situation which 
should be solved through the joint efforts of doctors and 
hospital administrators. 
Roles and role relationships appeared to be a source of 
frustration and stress within and between disciplines. In 
particular, the doctors seemed to view nurse managers (and 
especially nursing officers) as a waste of nursing manpower. 
Also, the ward and community nurses seemed to have the 
impression that the nursing officers lacked understanding about 
the demands of giving direct care; a view which was reinforced 
by the practising nurses during their group work. Some ward 
sisters were described by the nursing officers as having 
"negative attitudes" towards nursing and being "unco-operative" 
when changes in nursing policy had to be implemented. It was 
claimed that some sisters refused to be guided in ward 
management, always claiming staff shortages rather than poor 
deployment as a reason for failing to meet nursing goals. It 
was agreed that the self-help groups would provide a forum for 
exploring attitudes and forging better working relationships. 
FORMALISING THE RECORD REVIEW PROCEDURE 
As previously noted, the criteria derived from the 
self-care framework for nursing and from the literature on the 
nursihg process were elaborated in a record review system. It 
was intended the system would be used by the nursing officers 
for the identification of learning needs, and to facilitate 
138 
learning and knowledge-building through shared experiences of 
nursing. The objectives of the record review system were as 
follows: 
(i) to emphasise the role of the systematic 
problem-solving approach in the provision of 
quality care for individuals; 
(ii) to stimulate enquiry in nursing thro ugh 
systematically gathered data which is 
descriptive of the nursing care planned and 
provided for individuals and groups of 
patients; 
(iii) to increase the awareness of the 
multidimensional aspects of health, and to 
encourage the continuing appraisal of the 
values and beliefs which guide the practice of 
nursing; 
(iv) to facilitate the identification of the 
learning needs of individual nurses; 
(v) to emphasise accountability of nurses to 
patients and to the organisation for the 
nursing care which is planned and provided; 
(vi) to increase the awareness of the le gal 
significance of records. 
The content of the nursing records was classified through 
the use of Orem's (1980) concept of self-care (used to classify 
assessment information, needs identified and nursing 
interventions); Maslow's (1954) hierarchy of needs (used for 
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the classification of objectives); and a Likert-type (1932) 
scale was used for the description of outcomes. 
The record review system was tested over a three-month 
period by two nursing officers and a charge nurse, and was 
considered to be suitable for the purpose outlined. The system 
was subsequently circulated in the form of a report (Appendix 
5) describing both the system and its development and testing. 
On termination of the Scottish contribution to the WHO 
multinational study of needs for nursing care in August 1983, 
it was agreed that the steering group would co-ordinate the 
work of the self-help groups as planned. At that time, there 
were two groups established; one in the community and the other 
in the hospital. Both of these groups had been involved in the 
study of needs for nursing care and it was agreed that the 
leadership of these groups would be devolved to the respective 
nursing officers. It was anticipated that the other nursing 
officers who had been involved in the programme for the 
preparation of "change agents" would gradually establish 
self-help groups within their own units. 
STRENGTHENING LINKS 
During the last six months of the study, links were 
established between the steering group and groups with similar 
interests in other parts of the Health Board area. Similarly, 
links were forged with steering groups in Tays-ide and West 
Lothian. The purpose of the extended linkage was to provide 
maximum opportunity for sharing experiences in the use of the 
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systematic method in nursing. The ultimate linkage on 
termination of the study was through the area representative on 
the Scottish Home and Health Department Liaison Officers' Group 
which, as previously indicated, had a co-ordinating function in 
regard to the use of the systematic method in nursing in the 
Scottish health service. 
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CHAPTER 5 
Presentation of the Data 
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The conclusions which may be drawn from the data analysis 
were limited by the following: 
(i) the purposive nature of the sample; 
(ii) the sample size; 
(iii) the restriction on the number of variables 
which could be coded within the coding 
framework of the WHO multinational study. 
In light of these limitations, descriptive statistics were 
used. 
The data analysis was carried out in three phases. The 
first phase was guided by the study objectives; subsequent 
phases evolved from the findings in the first part of the 
analysis. 
THE STUDY GROUPS 
Prior to the data analysis, a decision was taken to 
separate the sample of patients into three study groups on the 
assumption that these groups would exhibit different 
characteristics. Thus, there was a surgical group of patients 
(N=40), an elderly (hospital) group (N=20) and an elderly 
(community) group of patients (N=20). 
In the early stages in the development of the study design 
in the multinational context, there was lengthy debate about 
the possible outcomes of selecting patients with particular 
diagnoses. It seemed likely that individual variations in 
nursing requirements might be more readily highlighted in 
patients with similar diagnoses. However, in the multinational 
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context of the study, it was not possible for all of the 
countries to provide samples of patients with similar diagnoses 
and so the desire to use more sophisticated sampling techniques 
could not be fulfilled. Table 5 describes the surgical group of 
patients by medical diagnosis. The predominance of abdominal 
herniae and cholecystic diseases in the surgical group of 
patients reflects the national trend (SHHD, 1983). 
TABLE 5: Medical/surgical diagnoses - surgical group 
(N = 40) 
Number of Patients 
ICD* Diagnoses in Each Category 
113 Malignant neoplasm of female 
breast 
200 Anaemias 
302 Other diseases of arteries, 
arterioles and capillaries 
304 Varicose veins of lower limbs 
305 Haemorrhoids 1 
341 Ulcer of stomach and duodenum 3 
343 Hernia of abdominal cavity 13 
348 Cholelithiasis and cholecystitis 15 
370 Disease of breast 2 
933 Diseases of oral cavity - salivary 
glands and jaws 
934 Diseases of other parts of the 
digestive system 
Total 40 
* ICD = International Classification of Diseases 
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Table 6 describes the elderly (hospital) group of patients 
by medical diagnosis. 
TABLE 6: Medical diagnoses - elderly (hospital) group 
(N = 20) 
Number of Patients 
ICD* Diagnoses in Each Category 
93 Malignant neoplasm of colon 1 
101 Malignant neoplasm of trachea, 
bronchus, lung 
210 Senile and presenile organic 
psychotic conditions 3 
221 Parkinson's disease 1 
291 Intracerebral and other intra- 
cranial haemorrhage 
340 Diseases of oesophagus 1 
346 Other functional digestive 
disorders 1 
464 Abdominal pain 1 
474 Fracture of other parts of the 
femur 2 
928 Diseases of pulmonary ci , rculation 
and other forms of heart disease 2 
999 Undiagnosed 6 
Total 20 
ICD = International Classification of Diseases 
The most interesting feature of the table listing the 
medical diagnoses of the elderly (hospital) group of patients 
is the 'undiagnosed' category. While this is not an uncommon 
occurrence in assessment units for the elderly, it might be 
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expected to pose particular challenges for nurses, especially 
those working within a disease-oriented model. This point is 
elaborated later in this chapter in connection with the 
identificati on of needs for nursing care in the elderly groups 
of patients. 
Table 7 describes the elderly (community) group of 
patients by medical diagnosis. 
TABLE 7: Medical diagnoses - elderly (community) group 
(N = 20) 
Number of Patients 
ICD* Diagnoses in Each Category 
91 Malignant neoplasm of stomach 1 
ill Malignant melanoma of skin 1 
112 Other malignant neoplasms of skin 1 
223 Multiple sclerosis 1 
291 Intracerebral and other intra- 
cranial haemorrhage 3 
301 Arterial embolism and thrombosis 1 
323 Bronchitis, chronic and unspecified 
emphysema and asthma 1 
430 Rheumatoid arthritis, except spine 3 
431 Other arthropathies 4 
437 Acquired deformities of limbs 1 
917 Other and unspecified neoplasm 1 
923 Disorders of eye and adnexa 1 
929 Cerebrovascular disease 1 
Total 20 
* ICD = International Classification of Diseases 
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As indicated in Table 7, there was great variation in the 
diagnoses of the patients in the elderly (community) sample . 
These variations might be expected to influence the 
identification of needs and the nursing interventions planned. 
The number of patients in the community suffering from chronic 
diseases (such as arthritis and cerebrovascular disorders) 
again reflects a trend in the elderly population in Scotland 
and has implications for the role and function of the community 
nurses. 
IDENTIFICATION OF PATIENTS' NEEDS 
FOR NURSING 
The information gathered as a foundation for nursing care 
planning was organised within the three broad classifications 
of the Health Assessment Form: (a) social/environmental, 
referring to information about housing, work and social habits; 
(b) health history, consisting of information about previous 
illnesses or injuries and disabilities, and the social 
consequences of these experiences; (c) functional health 
status, which focused on specific physical and psychological 
functions and on some of the factors which might have helped to 
promote, maintain, or to reduce the patient's capacity for 
independence. It is the varied combination of factors which 
make each patient unique and so create the need to plan nursing 
care on an individual basis. The study was not concerned with 
the complex cognitive processes involved in the identification 
of needs - In spite of this, the WHO 
(Euro) In-House Committee 
insisted that there should be an examination of the frequencies 
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of the Health Assessment Form (Appendix 1) variables and of the 
combinations used in the identification of needs. It was hoped 
that this information could be used to identify areas for 
further study. The Committee also argued that it had to be 
demonstrated that the assessment data had been used to identify 
needs in order to validate the conceptual framework reflected 
in the Health Assessment Form. 
Table 8 describes those identified as the closest caring 
persons available to support the patient at home. 
TABLE 8: Description of the closest caring persons 
available to support the patient at home, 
by group 
Number of Responses in Each Category 
Elderly Elderly 
(Community) (Hospital) Surgical 
Relationship of Group Group Group 
Caring Persons (N = 20) (N = 20) (N = 40) 
Child 10 7 0 
Spouse 8 4 2 
Parent 0 0 32 
Sibling 3 0 2 
Friend/Neighbour 5 0 2 
Other 6 8 2 
No information 0 0 0 
None 1 1 0 
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This was a multiple response item which accounts for the 
variation in responses in the community group. In the surgical 
group, identification of 'parent' as being the closest caring 
person is suspect in view of ages and marital status of the 
patients. It may be that this part of the Health Assessment 
Form was misinterpreted by the nurses who collected the data. 
Another important observation is that the support which was 
available for the patients in the home environment was mainly 
non-professional. This finding perhaps strengthens the call to 
examine self-care practices and the contribution of the lay 
public to the provision of care for individuals. 
Table 9 describes patients' dependence on others for 
economic activities, such as banking and paying bills; for 
shopping activities; for domestic activities, such as cleaning 
and cooking; for social activities; and for personal care 
activities, such as washing and dressing. The listed areas of 
dependence among the elderly are reflected in the identified 
needs for nursing care described later in this chapter. 
Information was sought about patients I incapacity from 
chronic disease, long-term illness, or disability (Table 10) . 
Incapacity from disease was judged on the basis of the 
subjective and objective data gathered in the process of 
assessing the needs for nursing care. The most interesting 
finding concerns the number of elderly persons who were 
described as "not incapacitated at'all". The classifications 
and the guidelines for completing the Health Assessment Form 
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criteria the nurses had used to distinguish between the various 
levels of incapacity. In recognising that chronic illness now 
occupies a much more prominent position in the health 
experiences of individuals, the measurement of incapacity has 
become increasingly important. The World Health Organization 
has proposed an international classification of impairment, 
disability and handicap (WHO, 1980). The conceptual scheme 
inherent in the classification implies that disease 
consequences are sequential, that is, progressing from disease 
(or injury) through impairment and disability, finally leading 
to handicap which is the term used to reflect the social 
consequences of the disease. It is held that this 
classification will aid the selection of the most appropriate 
types of assistance. 
Shifting the focus from disease to the social consequences 
of the disease has implications for the various groups of 
professional carers. For instance, it could be argued that a 
large part of the community nurses' role concerns the 
management of "quiescent chronic disease" (Besdine, 1983) which 
would include the monitoring of disease progression (through 
impairment, disability, to handicap) and the selection of the 
most appropriate compensatory services when there is a change 
in the sequence of events. The management of quiescent chronic 
disease in the community may have implications for the 
maintenance of morale among community nurses. 
The shift in emphasis from the disease itself to the 
consequences of the disease is most obvious in the literature 
pertaining to the care of the elderly. As Besdine (1983) noted: 
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11 ... older patients usually announce active 
illness with one or more non-specific 
disabilities, which rapidly produce 
functional impairment". (p. 651) 
The term I functional impairment I is def ined by Besdine (1983) 
as: 
11 ... the decreased ability to meet one's 
own needs, including the functions allowing 
mobility, cognition, eating, toileting, 
dressing, hygiene, shopping, cooking and 
managing money". (p. 631) 
Information was sought about patients' perceptions of 
health services (based on past experiences) on the assumption 
that these would influence attitudes towards the need for 
further professional intervention in health matters. Table 11 
describes the response to this item. The lukewarm response of 
the surgical group of patients to past experiences of health 
services compared with the fairly positive response from the 
elderly groups of patients is interesting. These responses 
raise questions about expectations in particular age groups 
relative to social changes and standards of living. Among the 
issues which perhaps need to be examined are the out-patient 
arrangements, the length of time patients . 
have to wait for 
surgery and the descriptions of "conveyor belt treatment" given 
by some patients in the surgical sample. 
Information was sought about the difficulties which 
patients anticipated on discharge as a consequence of illness, 
injury or disability. The responses to this multiple check item 
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The differences in the anticipated difficulties (Table 12) 
between the hospital and community groups suggests a need for 
hospital patients to be made more aware of facilities in the 
community and reinforces the need for planned discharge. The 
findings also suggest some degree of satisfaction with services 
in the community which may also be related to expectations of 
services among the age groups. Furthe. rmore, if these responses 
are considered in relation to the description of the closest 
caring person(s) (Table 8, page 147) then there is perhaps a 
need to review: (a) the appropriateness of the services 
provided at present; (b) the level of provision of services, 
especially in times of economic stringency; and (c) the length 
of time which is required to rally support for patients being 
discharged from hospital, or when community nursing services 
are withdrawn. 
Changes in lifestyle and body image were among the 
difficulties anticipated by patients on discharge from 
hospital. In the elderly group of patients, these findings 
relate to individuals who had suffered a cerebrovascular 
accident. In the surgical group of patients the findings 
related to those who had diseases of the breast. Although 
concerns about altered body image in pre- and POst-mastectomy 
patients are extensively documented, basic nurse training does 
not always prepare nurses to recognise these less tangible 
needs - 
As previously indicated, information about specific 
physical and psychological functions and some of the factors 
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influencing these functions was organised within the section of 
the Health Assessment Form called 'functional health status'. 
The maintenance of or change in the usual patterns of each 
function was indicated. Also identified were the circumstances 
or events which might have contributed to the maintenance or 
change; the aids such as drugs, equipment or personal 
assistance which were required, and any associated discomfort 
with particular physical and psychological functions. Changes 
in functional patterns were judged with respect to the two 
weeks before admission to the study. 
The use of the terms I maintained ' and I changed I requires 
further explanation. Physical and psychological functions may 
be maintained (with or without aids) at the optimum level for 
an individual, but that level may be less than ideal, both in 
terms of individual desires and social norms. Also, within the 
context of the study, the time limit of two weeks within which 
change or maintenance of functional patterns was judged 
presents an additional constraint. For example, many elderly 
patients had longstanding urinary incontinence but because the 
functional pattern was judged with respect to the two weeks 
before admission to the study, the categorisation of this 
function as 'maintained' was appropriate. 'Maintained' function 
may therefore be the interim or optimum level for the 
individual and not the ideal and does not give any measure of 
dependence or independence. Table 13 describes those functions 
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Changed function refers to any change in the usual pattern 
of functioning with reference to the two weeks before admission 
to the study. The term I changed' could indicate an improvement 
or deterioration in the functional state. Also, because the 
usual function pattern is not described, and may well be less 
than ideal, the term 'changed' does not give any measure of 
dependence or independence. Table 14 indicates the number of 
patients in each group who had changes in the usual patterns 
for each of the functions listed. As may be noted, the 
functions most frequently listed as 'changed' were: ingestion/ 
digestion; elimination (urine and faeces); skin/hair/nails; 
sensory; body movement; and emotional/feeling. With the 
exception of emotional/feeling, the most commonly identified 
needs for nursing were similarly categorised. It cannot, 
however, be assumed that changes in physical or psychological 
functions will generate needs for nursing care since not all 
patients who had 'changed' functions had needs identified in 
the related needs categories. Also, some patients who were 
noted as having 'maintained' functions in the five major 
categories had needs occurring in these categories. 
The nurses were also asked to identify the circumstances 
or events which might have contributed to the maintenance of, 
or changes in, particular functions; to list aids used (such as 
equipment and drugs) to maintain or assist with functions; and 
to record discomfort associated with the function listed in the 
Health Assessment Form (Appendix 1) . The classification of the 
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contradictory to the holistic approach to nursing being 
promoted in the study. It is doubtful if, for example, the 
circumstances or events leading to changes in function could be 
classified as primarily physical or psychosocial. 
THE FREQUENCY AND DESCRIPTION OF 
PATIENTS' NEEDS FOR NURSING CARE 
During the development of the study design there was 
considerable debate amongst the representatives of the 
countries participating in the multinational study about 
whether the needs for nursing care were generated from 
patients' 'needs' or patients' 'problems', which are 
conceptually different. These differences have implications for 
the way in which nursing care plans are written and, of course, 
for their subsequent interpretation. The term 'needs' implies a 
desired state which, as the literature suggests, should be 
defined in terms of the individual patient. The term 'problem' 
refers to an actual state which is unacceptable to the 
individual. Where there is a statement of needs, the nursing 
requirement is inferred rather than being explicit, whereas a 
problem statement more clearly identifies the reason for 
nursing intervention. For example, there may be a "need for 
sleep" but the underlying reason for the need is not clear and 
so planning appropriate action is difficult. If written as a 
problem, however, the statement might be, "Unable to sleep at 
night because of the noise in the ward", then the focus for 
nursing intervention (the noise in the ward) is much more 
explicit and can be addressed. In the context of care planning, 
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a statement of needs is too vague to permit objectives to be 
set to the level of specificity needed to target nursing 
interventions. Vague targets result in ambiguous care plans 
being produced, which is at odds with the whole purpose of the 
exercise. There are still those who are protagonists of the 
needs concept, but in the context of planning nursing it is 
asserted that it is inappropriate to use the terms 'needs I and 
'problems' interchangeably when there are essential differences 
between the concepts which should be recognised. 
Despite the foregoing argument about needs and problems, 
and the fact that in Scotland the nurses wrote problem 
statements, the terminology used within the multinational 
context has been maintained. Hence there is an apparent 
incongruity of perpetuating reference to needs while having 
argued against the concept in the context of this study. 
The needs for nursing care identified over the four days 
of data collection were categorised as indicated in Table 15. 
Although a total of 1,297 needs for nursing care were 
identified for the 80 patients in the data collection period, 
this total reflects the recurrence or persistence of needs 
rather than the occurrence of new needs each day. Approximately 
89% of the total needs were placed within f ive of the 24 needs 
categories: 'skin/hair/nails'; 'sensory'; 'ingestion/digestion/ 
nutrition I; I elimination I; and I body movement I. Thus the vast 
majority of needs identified could be described as functional 
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The data concerning the remaining 11% of needs were 
examined to see if there was any pattern to those needs 
classified outwith the five most used needs categories. No 
obvious pattern emerged, but the short duration of the data 
collection period, and the convenience nature of the sample, 
may have influenced this finding. The predominance of physical 
needs, however, may indicate that nurses are unable to identify 
patients' psychological and social needs - an indication 
perhaps of the depth of educational preparation needed to 
develop appropriate skills. It may be that time allows for only 
immediate needs to be met; or it may be that patients 
themselves cannot identify psychological and social needs while 
in hospital and that these only become apparent on discharge. 
What could not be ascertained from the study findings was the 
actual extent of the psychological and social needs of 
patients; it could be that all that existed were in fact 
identified. 
PRIORITISING THE NEEDS FOR NURSING CARE 
One of the objectives of the study was concerned with the 
priority given by the nurses to patients' needs for nursing in 
order of importance for action. This focus on ranking assumes 
an interrelationship of needs; for example, between urinary 
continence and mobility. An examination of the data showed that 
priority was given to meeting physical needs and that this 
situation persisted throughout the data collection period. 
Given the predominance of the physical needs identified, this 
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finding was perhaps not surprising. Questions should be raised 
about nurses' value systems, and understanding of holistic 
nursing, relative to patients' expectations of nurses. 
THE OBJECTIVES FOR NURSING 
For the purpose of the study of the needs for nursing, the 
term 'objective' was defined (WHO, 1981c) as a measurable and 
attainable state that is expected to exist at a pre-determined 
place and time, as a result of the application of certain 
procedures and the use of resources. It is a description of the 
state to be attained in relation to any problem identified and 
of the time-scale and conditions within which it should be 
achieved. 
The nursing objectives relative to the identified needs 
were categorised under five headings: 
cognitive - for example, orientation, 
understanding, recognition and 
learning; 
affective - concerned with, for example, 
emotions and feelings, motivation 
and self-awareness; 
psychomotor - describing physical performance 
(such as walking and eating) 
which is under the voluntary 
control of the person; 
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physical/physiological - referring to physical functions 
and behaviours outwith the 
voluntary control of the person, 
for example, electrolyte balance 
and temperature regulation; 
social/interactive - including social activities, 
communication, interpersonal 
relationships. 
During the development and testing of the data collection 
forms in the multinational context of the study, it had been 
shown that more than one objective might be set for each need. 
The study therefore was designed to permit a maximum number of 
three objectives to be recorded for each identified need. A 
total of 1,329 objectives were set for the 1,297 needs for 
nursing care identified for all patients (N = 80) over the four 
days of data collection. These objectives were broadly 
categorised as indicated in Figure 7. 
FIGURE 7: Description and frequency of total objectives 
set (N = 1,329) for the total needs (N = 1,297) 
identified over the four days of data collection 







The fact that most of the objectives set were categorised 
as 'physical/physiological' and 'psychomotorl is probably a 
reflection of the predominance of functional needs. One 
question which must be raised concerns the classification of 
the objectives which presupposes that nurses are able to 
identify the causes of problems, or the reasons for the 
existence of certain needs, and so can identify what is to be 
changed by nursing intervention. The identification of some 
'cognitive' and 'affective' objectives could be taken as an 
indication that the nurses were not just physically oriented in 
their approach to nursing care despite this apparent 
implication when identifying predominantly physical problems. 
As previously noted, the study design allowed for a 
maximum of three objectives to be set for each need or problem. 
This facility was little used in the Scottish setting for the 
study, possibly because the nurses wrote problem statements 
rather than needs statements. The acceptance of needs and 
problems statements in the multinational study is likely to 
affect the number and categorisation of needs or problems and 
objectives reported in each country. This possibility, and the 
purposive nature of the sample, may severely limit the 
conclusions which can be drawn from the overall study. One 
other factor which could influence the interpretation of the 
data at the multinational level is that it is not possible to 
know, without access to the raw data, whether the objectives 
were short- or long-term. In Scotland, the objectives 
statements did not change over the four days of data 
collection. 
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THE NURSING INTERVENTIONS 
The nursing interventions were defined as "actions 
specific to a stated objective designed to improve, maintain or 
restore health and to prevent illness" (WHO, 1981). There were 
six categories of interventions: 
education/information giving - referring to teaching new 
skills or discus. sing and 




- including checking, 
recording, reporting signs 
and symptoms; 
doing/acting for - for example, activities 
undertaken and decisions 
made on behalf of patients; 
psychological/s9cial support - dealing with emotions and 
feelings of patients and 
families; 
doing/acting with - concerning interventions 
carried out jointly with 
the patients; 
co-ordination - meaning that aspect of the 
nurses' role which involves 
consultation with other 
disciplines. 
The data gathered from all countries in the pilot study 
showed that three was the average number of nursing 
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interventions planned for any objective. This finding 
influenced the development of the coding framework to the 
extent that only three interventions could be extracted from 
the care plan and coded, even though there may have been more 
than three interventions documented. A total of 2,546 nursing 
interventions were planned to meet the total 1,329 objectives 
set over the four days of data collection. The categorisation 
of the interventions is illustrated in Figure 8. 
FIGURE 8: Description and frequency of total nursing 
interventions (N 2,546) for the total 
objectives set (N 1,329) over the four 
days of data collection - all patients 
(N = 80) 
96 Education 
75 psycho4ogical Support 
12 Co-ordination 
Examination of the raw data showed considerable 
variability in the number of interventions used within the 
sample groups and for particular needs categories. For example, 
in the surgical group, pre-operative preparations involved as 
many as 12 different interventions. In the elderly patient 
groups there could be as many as six or as few as one 
intervention for each objective. The variability in the numbers 
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and types of interventions over the four days of data 
collection compared with the relative stability of the needs 
(or problem) statements and the objectives suggests that the 
nature of the needs may have changed but that these changes 
were not readily identifiable due to the constraints of the 
broad categorisation of needs. The variability in the number 
and types of interventions also suggest that the element of 
individuality is taken into account in care planning. This was 
particularly noticeable in regard to the raw data pertaining to 
patients with similarly categorised needs, objectives and 
diagnoses. There were very few unplanned interventions. 
As with the needs and objectives, the classification of 
the interventions was very broad. In the interventions 
statements there was a predominant use of words such as 
"assist" and "supervise" which are abstract terms suggesting 
general 'methods' of helping which need further reduction to 
the operational level of tasks. Thus, there may be different 
tasks introduced to achieve a similar objective. What is of 
interest, therefore, is not the description of the 
interventions (defined as 'actions' in the study) themselves 
but rather the way in which they are combined to meet a 
particular objective. 
In her'concept of nursing, Orem (1980) has proposed that 
nurses develop 'systems I of nursing care (described as wholly 
compensatory, partially compensatory and support ive/educative) 
and that within the systems are various helping methods (for 
example, supervision and assistance). What has not been clearly 
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elaborated are the 'tasks' which combine to form the 'methods' 
of helping. That is to say, the 'nature I of the supervision or 
assistance needs to be clearly identified and described. 
The predominance of interventions classified as 'doing 
for' raises questions about the extent to which nurses may 
encourage dependence or "learned helplessness". The short 
duration of the data collection period and purposive nature of 
the sample groups should, of course, be taken into account. 
However, it is worth noting that there was no appreciable 
change in the categorisation of interventions, particularly in 
the surgical group, over the four days. What is of interest is 
that the less used categories such as 'education', 
'co-ordination' and 'psychological support' did not emerge 
until day three. It may be that nurses view psychological 
support and education as inherent components of other 
interventions which may explain the absence of these categories 
in the f irst two days of data collection. There were too few 
patients to make judgements about the relationship between the 
less used interventions categories and the less used needs 
categories. 
PATIENT OUTCOMES 
A statement of outcome is the product of summative (or 
end-stage) evaluation within the nursing process. This study 
was not a study of outcome and it was expected that only the 
very short-term problems would be resolved in the time-scale of 
the data collection. The requirement that a statement of 
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outcome should be made every day for each objective set was to 
simplify the process of data handling and analysis in the 
multinational research settings and would not be a normal 
requirement in practice. Indeed the notion of evaluating an 
outcome routinely on a daily basis is at odds with the notion 
of setting objectives with time-scales. Despite this limitation 
the outcomes described in the Scottish study were examined. 
Figure 9 describes the outcomes relative to the objectives set 
over the four days of data collection. 
FIGURE 9: Description and frequency of total outcomes 
(N = 1,329) for the total objectives set 
(N = 1,329) over the four days of data 
collection - all patients (N = 80) 
40 Exceeding Expectstion 
2 Regrenion 
2 Unknown 
The most interesting point of note concerns the number of 
objectives which were apparently met within the time-scale of 
the data collection. This is an interesting f inding in view of 
the fact that the objectives statements remained the same over 
the four days of data collection. It is likely that the 
criteria for evaluation set forth in the objectives were 
ultimate goals (or long-term objectives) and that the nurses 
were using more discreet measures on a day-to-day basis. 
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The foregoing gives an introductory description of and 
commentary on the needs, objectives, interventions and outcomes 
for the total study population. A description of the findings 
in each of the study groups is given below. 
REPORT OF THE FINDINGS IN THE 
THREE STUDY GROUPS 
In order to take account of differences between the 
specialities, the findings within the three study groups, that 
is the surgical group (N = 40), the elderly in hospital group 
(N = 20) and the elderly in the community group (N = 20), will 
be reported separately but in a similar format. 
In view of the fact that 89% of all the needs identified 
over the four days of data collection fell within five 
categories ('skin/hair/nails', 'sensory', 'ingestion/digestion/ 
nutrition', 'elimination', 'body movement') (Figure 10), the 
further presentation of the data is confined to these five 
categories. It will be noted from Table 15 (see page 167) that 
the frequency of needs in these five categories differs in the 
three study groups. Also, within the study groups, there are 
other needs outwith the five major categories which merit 
attention. For the sake of consistency in the presentation of 
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The Surgical Group of Patients 
A description of the total needs for nursing care 
identified for the surgical group of patients is shown in 
Figure 11. It will be noted that there was a substantial number 
of needs in the category 'circulation'. These needs were 
concerned with the maintenance of vital functions in the 
immediate post-operative period and were present only on day 
two of data collection. The associated nursing interventions 
were all in the nature of observations and since the needs did 
not persist beyond day two it can be assumed that these needs 
were met. 
The nursing needs of patients could be expected to vary 
according to the presenting medical diagnoses and this 
information concerning the five major groups is shown in Table 
16. 
The data were examined to see if there was a relationship 
between similar needs and diagnoses and no obvious relationship 
was noted. It was, however, noted that there was a slight 
variation in the rate of reduction of similar needs in patients 
with similar diagnostic categories. The short duration of the 
study prevents conclusions being drawn from this f inding other 
than that individuals differ in their response to apparently 
similar situations, which supports the need to plan nursing in 
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The number of needs occurring on each day of data 
collection for the five major groups of needs is indicated in 
Table 17. 
TABLE 17: Description and frequency of the five most 
commonly occurring groups of needs for each 
day of data collection - surgical group of 
patients (N = 40) 
Number of Needs Occurring on 
Each Day of Data Collection 
Needs Categories Day 1 Day 2 Day 3 Day 4 Totals 
Sensory 30 41 42 38 151 
Ingestion/Digestion/ 
Nutrition 2 53 30 8 93 
Elimination 1 32 20 7 60 
Skin/Hair/Nails 2 75 57 49 183 
Body Movement 1 20 14 5 40 
Totals 36 221 163 107 527 
As may be noted, most of the needs arose post-operatively 
and gradually diminish over days three and four. The broad 
nature of the needs categories did not permit identification of 
different types of needs within categories. Thus, some patients 
had more than one need within the same categories. For example, 
different types of elimination needs, and needs for assistance 
with "hygiene" and those associated with wound care, both of 
which would be categorised as 'skin/hair/nails'. While the need 
for wound care persisted over'the four days, the needs for 
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assistance with hygiene were variable, both in terms of 
duration and frequency, and this did not appear to be 
associated with age or diagnosis. 
Having identified patients' needs for nursing care, it was 
necessary to consider the objectives which were set for each 
need, the nursing interventions planned to meet the objectives 
and the outcome related to the objective. These findings are 
shown in Table 18 with regard to the five most frequently 
occurring categories of needs. 
The raw data were examined where there was more than one 
objective for each need. The statements of needs related to the 
statements of objectives suggested that there were needs 
subsumed within a general statement of need. For example, one 
such need for nursing care was stated as, "Inability to take 
fluids and food orally due to facial wound". The first 
objective was concerned with the maintenance of fluids and 
nutrition through an intravenous regime; the second objective 
was concerned with oral comfort and hygiene. Overall, the 
description of needs and objectives did not change over the 
four days of data collection. 
As previously noted, it was possible to code only three 
nursing interventions for each objective. On examination of the 
raw data in the Scottish study, it was found that, though the 
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data was two*, the actual number varied considerably with 
regard to individual patients within specific needs categories. 
For example, the average number of interventions related to 
preparation of patients for surgical operation was 12*. In 
regard to wound care, the average number of interventions on 
the f irst post-operative day was f ive; this number was reduced 
on successive days. 
It was anticipated that the nature of the nursing 
interventions would change over the four days of data 
collection and that this change would be reflected in the 
categorisations; for example, an increase in 'doing with' and a 
decrease in 'doing for'. This expectation was not realised. 
While the number of interventions diminished in response to a 
reduction in the numbers of needs, the nature of the 
interventions did not change. 
Interventions in the categories 'education'. 
'co-ordination' and 'psychological support' did not emerge 
until day three. As previously noted, it may be that the nurses 
do not distinguish these interventions but make the 
contributions to care unconsciously or as an inherent part of 
other activities. The interventions in the category 'education' 
which were specified concerned the giving of information; those 
in the category 'co-ordination' referred to consultation with 
medical staff; and the 'psychological support' was given in 
response to a need which necessitated parenteral feeding. The 
* rounded 
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nature of the few unplanned interventions (for example, early 
removal of a drain) suggests underlying contingency plans 
and/or a response to a medical directive. 
The general comments made earlier about the outcomes in 
relation to the objectives may also be specifically applied to 
the findings for the surgical group of patients. That is to 
say, although the objectives statements on the Nursing Care 
Plans (Appendix 2) were of a long-term nature, there must have 
been more discreet criterion measures used to enable the nurses 
to make daily statements of outcome. It was of interest to note 
that 21% of the expected outcomes in the category 'sensory' 
(primarily related to pain relief) were not met. During the 
educational preparation of nurses for the use of a systematic 
method of nursing, it was discovered that the nurses believed 
complete freedom from pain following surgery was not possible 
even with drug therapy. It was therefore not surprising to 
discover that the expected outcome of measures to relieve pain 
was 'minimum discomfort' rather than complete freedom from 
pain.. There are implications for nurse education arising out of 
this finding and for the interpretation of the data in the 
multinational context of the study group. 
The Elderly (Hospital) Group of Patients 
A description of the total needs for nursing care 
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As may be noted, the frequency of the five most common 
categories of needs are differently ordered in the surgical 
group (see Figure 11, page 182) and the elderly (hospital) 
group, with needs in the categories of 'elimination' and 'body 
movement' occurring more frequently in the elderly (hospital) 
group. 
Table 19 lists the total number of needs occurring in the 
five most commonly identified needs categories with regard to 
the presenting medical diagnoses. 
The relationship between the occurrence of similar needs 
and similar medical diagnoses was examined and no obvious 
relationship was found. It should be borne in mind that 
although, for example, one patient with a malignant neoplasm 
might have a total of 16 needs in the category 
'ingestion/digestion', these might in fact be the same four 
needs repeated on each consecutive day of the data collection. 
As previously indicated, neither the coding categories nor the 
statements on the care plans permitted differentiation of 
needs. 
The number of needs occurring on each day of data 
collection for the five most frequently identified groups of 
needs are indicated in Table 20. In contrast with the surgical 
group of patients, there was a persistence of needs throughout 
the data collection period. In common with the surgical group 
of patients there were patients in the elderly (hospital) group 
who had more than one need within particular categories; 
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In regard to these categories, there were needs related to both 
faecal and urinary elimination; and in the category 'skin/hair / 
nails I, there were hygiene needs as well as needs associated 
with the prevention and treatment of pressure sores and other 
skin conditions. There were no needs associated with 'hair' or 
I nails I. 
TABLE 20: Description and frequency of needs occurring 
on each day of data collection elderly 
(hospital) group of patients (N 20) 
Number of Needs Occurring on 
Each Day of Data Collection 
Needs Categories Day 1 Day 2 Day 3 Day 4 Totals 
Sensory 8855 26 
Ingestion/Digestion/ 
Nutrition 16 16 16 14 62 
Elimination 19 18 17 14 68 
Skin/Hair/Nails 34 35 32 32 133 
Body Movement 27 28 28 28 ill 
Totals 104 105 98 93 400 
Table 21 describes the relationship between the needs 
identified, the objectives set, the interventions planned to 
meet the objectives and the outcome. 
The raw data were examined in regard to the needs for 
which there was more than one objective and, as with the 
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related objectives suggests a broad conception of needs which 
subsumes other needs. For example, one statement of need was, 
"Excoration of the skin under left breast due to excessive 
sweating"; the related objectives were concerned with restoring 
the integrity of the skin and with keeping the skin dry. 
There was an average of two* interventions for each 
objective. As with the surgical group of patients, there was 
considerable variability in the number of interventions within 
particular categories of needs among individuals. Although the 
raw data yielded an average of three interventions for each 
objective, there was as many as six or as few as one 
intervention in particular instances. The 'education' 
interventions within the 'cognitive' category of objectives 
were concerned with toilet training where there were instances 
of incontinence and with the use of aids. 
In common with the surgical group of patients, the nature 
of the interventions undertaken did not change throughout the 
period of data collection. Unlike the surgical group, the 
interventions in the 'education' category were used from day 
one of data collection, possibly because the focus in the 
nursing care of the elderly was rehabilitation. 
There were two outcomes which were not recorded on the 
Nursing Care Plans. As previously mentioned, the objectives did 
not change over the four days. However, the raw data showed 
day-to-day fluctuations in the numbers of interventions planned 
* rounded 
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to meet particular objectives which might be interpreted either 
as a response to on-going evaluation or an indication of a need 
which has not been made explicit. 
The Elderly (Community) Group of Patients 
A description of the total needs for nursing care 
identified over the four days of data collection is given in 
Figure 13. It will be noted that 3.1% of the needs identified 
were in the category 'communication' and a further 3.1% of 
needs were categorised as 'emotions/feelings'. These figures 
refer to two needs in each category recurring over the four 
days of data collection. The 'communication' needs were 
associated with a hearing defect in one patient and a speech 
defect in another patient. The objectives and nursing 
interventions were concerned respectively with preservation of 
existing hearing capacity and an increase in vocabulary. 
The 'emotional' needs were concerned with "lack of 
confidence" in relation to walking "due to a fear of falling". 
The objective was for the patient to discuss the fears and the 
interventions in the form of psychological support. 
Table 22 lists the total number of needs occurring in the 
five most commonly identified needs categories with respect to 
the presenting medical diagnoses. 
The suggestion (in Table 6, see page 144) that the most 
disabling illnesses are arthritis and cerebrovascular accidents 
appears to be substantiated by the number of needs identified 
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The number of needs occurring on each day of data 
collection for the five most frequently identified groups of 
needs is indicated in Table 23. 
TABLE 23: Description and frequency of needs occurring 
on each day of data collection - elderly 
(community) group of patients (N = 20) 
Number of Needs Occurring on 
Each Day of Data Collection 
Needs Categories Day 1 Day 2 Day 3 Day 4 Totals 
Sensory 6553 19 
Ingestion/Digestion/ 
Nutrition 10001 
Elimination 12 12 99 42 
Skin/Hair/Nails 28 24 29 29 110 
Body Movement 13 15 13 13 54 
Totals 60 56 56 54 226 
In common with the other groups, there were patients- in 
the elderly (community) group who had more than one need 
occurring in all needs categories (except 'ingestion/digestion/ 
nutrition'). The needs for nursing care were primarily related 
to difficulties with aspects of dressing, toileting and 
maintenance of hygiene. There were also needs related to skin 
excoriation and varicose ulcers. 
Table 24 describes the relationship between the needs 
identified, the objectives set, the interventions planned to 
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Objectives in the 'affective' category were related to 
needs associated with "fear of falling" and the desire to 
crochet following a cerebrovascular accident with resulting 
right-sided weakness. As for the other groups of patients, the 
establishment of a second objective for particular needs was 
apparently concerned with different groups of needs. For 
example, one of the needs stated was, "Pain and limitation of 
movement of the left shoulder due to 'rheumatism'". The 
objectives were related to: (a) pain relief; (b) restoring 
movement of the shoulder joint to the previous extent. 
As may be noted, most interventions were concerned with 
'doing for' the patients those things which they could not do 
for themselves; for example, dressings and washing parts of the 
body which the patient was unable to reach. The distinction 
between the categories 'doing for' and 'doing with' (as defined 
for the WHO study) is subtle. Often, interventions classed as 
'doing for' and 'doing with' are used together to meet a 
particular need. 
In common with the Nursing Care Plans for the two other 
patient groups, the descriptions of the interventions (in the 
raw data) use words such as "assist", "monitor", "supervise", 
which, though adequate for the purpose of classification within 
the WHO study, are at a high level of abstraction in terms of 
what is ac tual ly done "for" and "with" patients. The 
interventions categorised as 'co-ordination' were concerned 
with consultation with other health professionals (for example, 
chiropodist) and with acquiring aids for home use. 
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It should be noted that, in the community, the Nursing 
Care Plans relate to four consecutive visits not more than one 
week apart. For most patients 2 therefore, the data collection 
period was four weeks, whereas for the other groups it was four 
consecutive days. Nevertheless , the comments made in regard to 
"Outcomes" for the elderly (hospital) group of patients also 
apply to the patients in the community group. 
INFORMATION USED TO IDENTIFY NEEDS 
As previously noted, one of the WHO requirements was that 
the data collection should include those items of information 
which the nurses used to identify the patients' needs for 
nursing care. The number of items which could be recorded for 
this purpose was restricted to five for each identified need. 
I 
As previously noted, the process involved in the identification 
of needs is complex and it would be dangerously misleading to 
place too much weight on this part of the analysis. However, 
for interest's sake, descriptions of the items of information 
most frequently cited in the identification of the five most 
commonly occurring groups of needs are presented below with 
regard to the total number of 80 patients in the study. The 
number of citations of each item is also indicated. 
Figure 14 gives the description and frequency of the items 
of information used, over the four days of data collection, for 
the identification of needs in the category 'skin/hair/nails'. 
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In addition to the items presented in Figure 14,27 
"other" items of information were used to identify needs in the 
category 'skin/hair/nails'. These items were: major reason 
(given by the patient) for entering the health system; change 
or maintenance in the usual pattern of breathing; discomfort 
associated with breathing; change or maintenance in the 
circulatory function; discomfort associated with circulation; 
discomfort in the terminal stages of life; aids used in the 
terminal stages of life; change or maintenance in the usual 
pattern of faecal elimination; factors influencing the usual 
pattern of faecal elimination; aids associated with faecal 
elimination; discomfort associated with faecal elimination; 
factors associated with other forms of elimination (for 
example, perspiration); aids associated with other forms of 
elimination; discomfort associated with other forms of 
elimination; usual pattern of sensory function; factors 
associated with sensory function; aids associated with sensory 
function; discomfort associated with sensory function; aids 
associated with vision; change or maintenance in mental status; 
factors influencing mental status; aids associated with mental 
status; discomfort associated with mental status; change or 
maintenance in usual patterns of communication. The total 
number of citations for the above items was 137. The average 
number of citations was five and the range was 17. 
Figure 15 presents the description and frequency of items 
of information used, over the four days of data collection, for 
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In addition to the items presented 
in Figure 15,22 
"other" items of information were used to identify needs in the 
category I elimination I. These items were: major reason 
(given 
by the patient) for entering the health system; incapacity from 
chronic disease, injury or disability; change or maintenance in 
circulatory function; factors influencing circulation; aids 
associated with circulation; discomfort associated with 
circulation; information from Nursing Care Plan Number 1; 
change or maintenance in other forms of elimination (for 
example, perspiration); factors influencing other forms of 
elimination; aids associated with other forms of elimination; 
discomfort associated with other forms of elimination; change 
or maintenance in the usual function pattern for 
skin/hair/nails; factors influencing the usual pattern for 
skin/hair/nails; aids associated with skin/hair/nails; 
discomfort associated with expression of sexuality (prior to 
breast surgery); factors influencing body movement; aids to 
body movement; change or maintenance in mental status. The 
total number of citations for the above 22 items was 98. The 
average number of citations was four and the range was nine. 
Figure 16 gives the description and frequency of items of 
information used over the four days of data collection for the 
identification of needs in the category 'ingestion/digestion'. 
In addition to the items presented in Figure 16,22 
"other" items of information were used to identify needs in the 
category 'ingestion/digestion'. These items were: age; 
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or maintenance in the usual pattern of urinary elimination; 
information from Nursing Care Plan Number 3; change or 
maintenance in the usual pattern of faecal elimination; factors 
influencing faecal elimination; aids associated with faecal 
elimination; change or maintenance in sensory function; 
discomfort associated with sensory function; factors 
influencing visual function; aids associated with vision; 
visual discomfort; change or maintenance in body movement; 
factors influencing body movement; aids associated with body 
movement; discomfort associated with body movement; change or 
maintenance in mental status; discomfort associated with mental 
status; impending death. The total number of citations for the 
above 22 items was 81. The average number of citations was 
three and the range was seven. 
Figure 17 gives the description and frequency of items of 
information used, over the four days of data collection, for 
the identification of needs in the category 'sensory'. 
In addition to the items presented in Figure 17,23 
"other" items of information were used to identify needs in the 
category I sensory These items were: change or maintenance in 
circulatory function; aids associated with circulation; change 
or maintenance in the usual pattern of ingestion/digestion; 
factors influencing ingestion/digestion; aids associated with 
ingestion/digestion; discomfort associated with 
ingestion/ digestion; information from Nursing Care Plan Number 
3; factors influencing other forms of elimination (for example, 
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discomfort associated with other forms of elimination; change 
or maintenance in the functional pattern for skin/hair/nails; 
factors influencing the functional pattern for skin/hair/nails; 
aids associated with skin/hair/nails; factors influencing body 
movement; discomfort associated with body movement; aids 
associated with creative or expressive abilities or desires. 
The total number of citations for the above items was 68. The 
average number of citations was three and the range was eight. 
Figure 18 gives the description and frequency of the items 
of information most used, over the four days of data 
collection, for the identification of needs in the category 
'body movement'. 
In addition to the items presented in Figure 18,25 
"other" items of information were used to identify needs in the 
category 'body movement'. These items were: major reason (given 
by the patient) for entering the health system; change or 
maintenance in respiratory function; change or maintenance in 
circulatory function; aids associated with circulation; 
discomfort associated with circulation; information from 
Nursing Care Plan Number 2; information from Nursing Care Plan ' 
Number 3; impending death; aids associated with the terminal 
stages of life; factors influencing the terminal stages of 
life; change or maintenance in the functional pattern for skin/ 
hair/nails; factors influencing the functional pattern for 
skin/hair/nails; aids associated with skin/hair/nails; 
discomfort associated with skin/hair/nails; change or 
maintenance in sensory function; factors influencing sensory 
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function; aids associated with sensory function; discomfort 
associated with sensory function; aids to vision; discomfort 
associated with sleep/rest; change in or maintenance of mental 
status; change or maintenance of emotions/feelings; factors 
influencing emotions/feelings; aids associated with 
emotions/feelings; discomfort associated with 
emotions/feelings. The total number of citations for the above 
items was 167. The average number of citations was six and the 
range was 16. 
SUMMARY OF THE FINDINGS 
Data were gathered within the framework of the nursing 
process to describe patients' needs for nursing care, the 
nursing response to those identified needs and the outcome of 
nursing care. There were two groups of patients selected by 
purposive sampling: an elderly group of 40 patients; and a 
group of 40 patients admitted for elective surgery. The sample 
of elderly patients was separated into two groups for the 
purpose of analysis and in the assumption that these groups 
would exhibit different characteristics. Thus there were* 20 
elderly patients drawn from the caseloads of four district 
nurses and 20 elderly patients drawn from a hospital ward. The 
data were gathered by practising nurses. 
There were two data collection forms: a pre-coded Health 
Assessment Form and a Nursing Care Plan which required content 
analysis using the coding categories derived from the 
conceptual framework of the WHO multinational study. In 
Scotland, the raw data were also examined. 
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At the request of WHO officers, the frequencies of the 
Health Assessment Form variables were examined in the hope of 
identifying areas for further study. Some of the frequencies 
raised questions about the availability and appropriateness of 
services, roles and relationships of designated carers, and 
expectations of services among the patient groups. 
A total of 1,297 needs for nursing care were identified 
for the 80 patients over the four days of data collection. This 
total reflects a persistence of needs rather than the 
occurrence of new needs. Most of the needs were placed within 
five of the 24 needs categories. These needs were predominantly 
physical. Priority was given to meeting the physical needs of 
patients. There was no obvious relationship between similar 
needs and similar medical diagnoses in any of the groups. There 
was a slight variation in the rate of reduction of similar 
needs among individual patients and between groups. 
A total of 1,329 objectives were set over the four days of 
data collection for the 80 patients. Most of the objectives 
were categorised as physical/physiological. The raw data were. 
examined for each group, particularly where there was more than 
one objective set for each identified need. The statements of 
needs related to the statements of objectives suggested that 
there were more needs subsumed within a general statement of 
need. The descriptions of needs and objectives did not change 
over the four days of data collection. 
A total of 2,546 nursing interventions were planned to 
meet the total 1,329 objectives set over the four days of data 
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collection. most of the interventions were concerned with 
nurses carrying out activities on behalf of patients. 
Examination of the raw data showed considerable variability in 
the number of interventions used within the sample groups and 
for particular needs categories. There was no change in the 
nature of the interventions throughout the study period in any 
group. 
Most of the objectives were classed as totally met. The 




Summary, Conclusions, Discussion 
and Recommendations 
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This f inal chapter contains a summary of the study, the 
conclusions which have been reached, a discussion on the 
findings in relation to the study objectives and a list of 
recommendations which is based on the findings of the study. 
SUMMARY 
A descriptive study of patients I needs for nursing care 
was carried out in two clinical areas within the - 
Scottish 
health service as part of a WHO (Euro) multinational research 
project. The study was generated by concerns about the lack of 
information on the needs which people have for nursing care; 
how nursing personnel intervene in the provision of health 
care; and what effect the interventions have on the outcomes of 
nursing care in relation to specified objectives. Fundamental 
to the design of the study was the belief that needs could be 
identified through the use of a systematic method within a 
person-centred model for nursing. Documentation of the 
patients I identified needs, the interventions planned to meet 
these needs, and the extent to which the plan was effective in 
meeting the needs is an integral part of the systematic method 
applied to nursing (the nursing process). 
Two major elements in the study were: 
-A description of the process of planned change 
from traditional, ritualistic, disease-oriented 
methods of nursing to a systematic, person-centred 
method of nursing with the aim of identifying 
factors which may influence nursing in meeting 
changing health needs of individuals. 
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-A description of the Scottish component of the 
multinational study of needs for nursing care and 
a report on the findings of a separate analysis of 
the Scottish data. 
The change to a systematic, person-centred method of nursing 
was a prerequisite for the descriptive study of patients' needs 
for nursing care within the WHO research project. 
The Scottish contribution to the multinational study was 
viewed as a separate project which could be easily integrated 
in the overall research programme. The theory of planned change 
developed by Lippitt et al (1958) was used in Scotland to 
introduce a systematic person-centred approach for the practice 
and study of nursing in the research settings. Action research 
was the vehicle for change and the Donabedian (1966) model for 
evaluation gave added direction in monitoring the change. 
The principles of adult learning were taken account of in 
the process of re-education as a means of accomplishing the 
change. Value was placed on the involvement of adults in their 
own re-orientation using self-monitoring and feedback to modify 
practice. The learning programme consisted of lectures, 
individual tuition, role play and group exercises which were 
repeated over a period of two years to try to develop the 
skills and knowledge needed for systematic, person-centred 
nursing. 
Self-help groups of nurses were established to maximise 
the relationship between a systematic method in nursing, 
experiential learning and organisational changes to meet 
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individual needs for nursing care. The nursing officers were 
the designated change agents in each self-help group. This 
arrangement was intended to facilitate decision-making and 
communication in a lateral as well as vertical direction, to 
increase opportunities for learning through experience, and to 
create a climate for co-operation and enquiry in nursing. The 
attempt to accommodate the above change within the line 
management structure was based on the proposals for 
organisational change made by Likert (1958) and Lawrence and 
Lorsch (1967). 
A set of records for documenting systematic, 
person-centred nursing were developed to assist learning and 
for continuing use in the clinical areas involved in the study 
of needs for nursing care. These documents were based on the 
self-care concepts of nursing developed by Orem (1980). The 
nursing records were intended to provide documentary evidence 
that nursing care was systematically planned and provided for 
individuals, taking account of the physical, psychological and 
social aspects of needs. 
The change to systematic, person-centred nursing was 
monitored and evaluated through a record review system used at 
designated times in the process of re-education. The criteria 
for evaluation within the record review system were developed 
from the self-care concepts of nursing (Orem, 1980) and from 
the literature pertaining to the use of a systematic, problem- 
oriented method in nursing. The record review system also 
provided the nursing officers, as the designated change agents, 
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with a tool to facilitate continuing learning, and for debate 
about the organisation and management of nursing services to 
meet the changing needs of individuals. 
As previously indicated, the planned change to a 
systematic, person-centred method of nursing was a prerequisite 
for the descriptive study of needs for nursing care in which 
there were two designated study groups: those aged 17-64 years 
undergoing elective surgery; and a non-surgical group over 65 
years of age. The surgical patient group was located in a 
hospital setting and the elderly patient sample was drawn from 
the community and from two hospital wards. Forty patients in 
each group were selected by purposive sampling and data were 
gathered for each patient over four consecutive days, or four 
consecutive visits for patients located in the community. 
Data were gathered by nine practising f irst level nurses 
who had participated in the education programme (within the 
process of planned change) specifically designed to prepare the 
nurses to gather the data using a systematic, problem-oriented 
method within a selected conceptual framework for nursing. The 
instruments and the data collection procedures were developed 
in the context of the WHO multinational study of needs for 
nursing care. The instruments consisted of a pre-coded 
assessment form, and a nursing care plan which required content 
analysis using specially developed coding categories derived 
from the conceptual framework for the descriptive study of 
needs for nursing care. 
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A total of 1,297 needs for nursing care were identified 
for the 80 patients in the four-day data collection period. 
This total reflects a persistence of needs rather than the 
occurrence of new needs each day. The majority (89%) of the 
needs were located within five of the 24 needs categorised: 
skin/hair/nails; sensory; ingestion/digestion/nutrition; 
elimination; and body movements. The remaining 11% of needs 
were broadly distributed among the other categories. Priority 
was given to meeting physical needs throughout the four days of 
data collection. 
There were 1,329 objectives set for the total needs 
(1,297) of the 80 patients over the four days of data 
collection. There were five categories of objectives. Most 
(53%) of the objectives set were categorised as 
physical/physiological and 43% as psychomotor. This finding is 
consistent with the identification of predominantly physical 
needs. The remaining objectives were located within the other 
three categories. 
A total of 2,546 nursing interventions were planned to 
meet the total 1,329 objectives for the 80 patients over the 
four days of data collection. There were six categories of 
nursing interventions: 40% of the interventions were concerned 
with carrying out activities for patients; 27% involved 
carrying out activities with patients; 25% of the nursing 
actions were focused on information collection; and the 
remaining 8% of the interventions were broadly scattered among 
the other three categories (education, psychological support, 
and co-ordination of activities). 
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A statement of outcome is the product of summative 
evaluation within the nursing process. The outcomes of the 
total 1,329 objectives set for the 1,297 needs of the 80 
patients were categorised as follows: 60% totally met; 25% not 
totally met; 11% not met at all; and the remaining 4% either 
exceeded expectations, regressed or could not be coded because 
of ambiguity in the written statements. 
It was hoped that the nurses in the research settings 
would continue to use the nursing process on completion of the 
descriptive study of needs for nursing care. An assessment of 
the stability of the change was carried out two years after the 
data collection within the descriptive study of needs for 
nursing care. At this time, documentary evidence of nursing 
care planning was found in the elderly care settings, in the 
hospital and the community, but not in the surgical ward. The 
self-help groups were not formally in existence in any of the 
settings , but in the community area a 'working group I had been 
established under the direction of a nursing officer with the 
aim of examining district nursing practices in particular 
situations through the nursing records. 
CONCLUSIONS 
Although the Scottish data for the descriptive study of 
needs were separately analysed, the use of the standard 
instruments and procedures, in the multinational context of the 
work, created difficulties in drawing definitive conclusions 
from the study findings. Similarly, the exploratory nature of 
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the work limits the conclusions which may be drawn from the 
change component of the Scottish study. The conclusions which 
have been reached are listed below: 
1. The systematic documentation of the nursing process 
permitted a broad description of patients' needs for 
nursing and the nursing response to these needs. This was 
evident in the nursing records at the time of evaluating 
the change as well as from the findings of the descriptive 
study of needs. 
2. The nurses involved in the study identified mainly 
physical needs for nursing care. The physical aspects of 
nursing were also emphasised in the objectives set and in 
the priority given to meeting needs. A predominance of 
physical needs was also noted in the review of nursing 
I 
records undertaken to evaluate the change to systematic, 
person-centred nursing. Although no definitive conclusion 
can be drawn from the findings, there are several possible 
interpretations, among which are that: the nurses were 
unable to identify the less tangible needs, or could not 
express these in written form; the number of psychological 
and social needs among the study groups was small; or that 
the emergence of certain types of needs is related to the 
short data collection period. 
3. Patients were apparently discharged from hospital with 
identified nursing needs unmet. This conclusion was based 
on the review of nursing records, throughout the process 
of planned change, from which it seemed that decisions to 
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discharge patients were based on the progress of disease 
rather than on the needs of the whole person. 
The majority of the nursing interventions were concerned 
with nurses carrying out activities on behalf of patients. 
This f inding suggests that nurses do not encourage self- 
care, although no definitive conclusion can be drawn 
because of the short duration of the study. 
5. In the process of planned change, it was shown that the 
systematic documentation of the nursing process provides a 
useful means of learning through the critique of specific 
items in the planning and evaluation of nursing care. 
Furthermore, the nursing records appeared to be efficient 
communication tools and to facilitate continuity of 
nursing care. 
DISCUSSION 
The study was intended to describe and to test the 
usefulness of one particular approach to the introduction of a 
systematic method for the practice and study of nursing. The 
recurring theme in the study is that the systematic method is 
not only the dynamic force which operationalises the concepts 
of nursing, but that it also has a catalytic role in uniting 
nursing practice, research, management and education to meet 
changing needs for nursing care. The study was expected to 
contribute information to assist in the development of health 
services for the elderly and for primary health care through 
clarification of the purpose of nursing actions relative to the 
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identified needs for nursing of the study groups of patients. 
The discussion of the findings is therefore organised under 
three sub-headings: the planning of change; the outcomes of 
planned change; and the descriptive study of needs for nursing 
care. 
The Planning of Change 
The theories of planned change have been criticised as 
being too abstract to serve as useful guides for change 
practitioners (McLean, 1981). Given the exploratory nature of 
the study, it seemed that even the most rudimentary change 
strategies might help to order the vast area of investigation. 
The factors which had to be taken into account in the process 
of planned change are summarised below. 
Yura and Walsh (1978) considered that, in order to assess 
patients' needs for nursing care, nurses needed 
to have knowledge of: normal human functioning; 
behavioural sciences; nurse's own weaknesses and 
limitations; communication techniques; the ability to select 
and use appropriate communication techniques; awareness of the 
uniqueness of individuals (relative to the knowledge of 
"normal"); and critical thinking ability. These requirements 
are not all stressed within basic nurse education programmes and, 
it seemed, with the dearth of continuing education in nursing 
could only be met through the endeavour of individual nurses. 
The literature review suggested that there is an intimate 
and necessary relationship between experience and education. 
This relationship integrates concrete experiences, observations 
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and reflections, formation of concepts and generalisations, and 
the testing of concepts in new situations. Adherence to a 
medical (disease-oriented) model and incomplete preparation to 
encompass the areas mentioned above will limit the extent to 
which experiences of nursing can be integrated and drawn on 
regardless of the clinical location. There have been some 
attempts to introduce new content into nurse training 
programmes, but more effort is needed to integrate new 
knowledge through the use of nursing models. 
The report on 'Continuing Education for the Nursing 
Profession in Scotland' (SHHD, 1981b) proposes planned 
sequential preparation of staff "to maintain job satisfaction 
and an effective workforce". The proposals aim to rationalise 
the hitherto fragmented and haphazard in-service training 
programmes. It was proposed that modular courses should be 
taken at specific points in career patterns, not only for 
promotion purposes but also to maintain clinical standards. 
There is, however, no mention in the report of a conceptual 
framework for nursing within which to integrate the proposals. 
If it is not known what is to be accomplished, it cannot be 
known what to teach or how best to organise and manage 
resources. 
Nursing management is organised within a line management 
structure which seeks to achieve integration of activities 
through a chain of command which emphasises order, routine and 
predictability. Within the classical line structure, there are 
limited and prescribed communication channels, generally in a 
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downward direction, and nurse managers appear to make little 
use of the knowledge of individual practitioners in the 
decisions which affect practice. The report on 'Nursing Line 
Management in the National Health Service' (SHHD, 1984, p. 2) 
states that: 
"Middle management exists to facilitate the 
delivery of the nursing service. Its unique 
role lies in appointing appropriately 
qualified staff, planning continuing 
education, setting and monitoring 
standards, and involvement in all aspects 
concerned with making the most effective 
use of resources". 
In light of the foregoing comments about the situation in 
education, and the questions about the appropriateness of the 
model for practice, it is difficult to see how the role of the 
middle manager, as outlined above, can be fulfilled. The 
critical reflective thought implicit in the nursing process is 
not restricted to the practice of nursing but is also central 
to the effective management of resources through systematic 
planning and decision-making. 
The development of new skills and a change in the 
conceptualisation of nursing were prerequisites for the 
descriptive study of needs for nursing care. In addition to the 
specific knowledge and problem-solving skills needed, person- 
centredness requires that additional attention be paid to the 
artistic components of nursing. In this connection, the 
literature suggested that there was a need to promote 
self-awareness, self-reliance, adaptability and creativity 
among nurses. The normative-re-educative group of strategies 
(Lippitt et al, 1958) were selected for use in the research 
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settings because they focus on the improvement of 
decision-making and on personal growth. 
In the assessment phase of the change process, discussions 
were held with the practising nurses in the research settings 
to try to elicit their concepts of nursing. At this time, 
reference was made to nursing as 'helping' and as being 
concerned with 'promoting independence'. These are concepts 
which are extensively developed in Orem's (1980) model of self- 
care which was eventually chosen as a basis for re-education. 
The emphasis on self-care in the literature pertaining to 
health care in general reinforced the decision to use Orem's 
model of self-care in the process of change. 
It seemed likely that the ideals being promoted among the 
small group of nurses involved in the study might conflict with 
the disease-oriented, bureaucratic organisation of health 
services in general and nursing in particular. In this regard, 
much was invested in the establishment of the self-help groups 
of nurses for re-education and personal development as well as 
for identifying ways of managing individualised nursing care. 
Similarly, the systematic documentation of the nursing process 
had an important role in promoting learning and as a means of 
evaluating the change. The experience of changing from 
task-centred, disease-oriented nursing to systematic, person- 
centred nursing care is discussed below in relation to the 
outcomes of the planned change. 
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The Outcomes of the Planned Change 
The outcomes of the planned change were evaluated with 
regard to patient-centred nursing care, experience-based 
learning, and organisational adaptation. In the study, patient- 
centred nursing care was operationally defined as the 
documentary evidence that the nursing care which is 
systematically planned and provided for individuals takes 
account of the physical, psychological and social aspects of 
human needs, and acknowledges the uniqueness of individuals. 
Experience-based learning was operationally def ined as the use 
of the documentation of the nursing care which is 
systematically planned and provided for individuals for 
examining values and beliefs about nursing, and for the 
critique of nursing interventions and outcomes. Organisational 
adaptation was operationally defined in the study as the change 
from task- to patient-centred methods of nursing and the 
formalisation of peer groups to monitor and support the change, 
and to facilitate learning through the sharing of experiences 
of patient-centred nursing. 
Nine months after the completion of the descriptive study 
of needs, data were gathered to evaluate the outcomes of the 
change in the method and model of nursing. Information was 
gathered through a review of nursing records (using the system 
described in Appendix 5) and from informal discussions with the 
practising nurses and the relevant nursing officers. Data 
pertaining to staffing levels and throughput of patients were 
also obtained because of their influence on the organisation 
and management of nursing care. 
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In the nine months between the withdrawal of formal 
support from the centres and the time of evaluation, the 
standard assessment format (based on Orem's (1980) concepts of 
nursing) had been replaced with a nursing kardex system. In the 
community, the kardex had a structured format reflecting the 
activities of living (Roper et al, 1980), while in the wards 
specialising in care of the elderly, the kardex was 
unstructured and the nurses were expected to organise the 
narrative notes appropriately using the categories identified 
within Orem's (1980) concepts of nursing. With the exception of 
the surgical ward, more information was available for care 
planning than was evident at the start of the programme. 
In the learning programme prior to the study of needs for 
nursing care, it was emphasised that the content of the nursing 
record was more important than its style. It was encouraging to 
find that at the time of summative evaluation the nurses in the 
wards specialising in care of the elderly were sufficiently 
comfortable with the model for nursing to be able to dispense 
with the standard assessment format (primarily introduced as an 
aide memoire), which can 'be restrictive and involves some 
duplication of information. However, although the headings 
suggested that the self-care concepts of nursing were 
understood, the information documented under particular 
headings was primarily of a physical nature. 
In the evaluations carried out during the change process, 
with the aim of monitoring progress, it was noted that 
omissions in the recording of information were related to the 
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psychological and social aspects of health and needs. That is 
to say, although information was available about activities 
such as mobilising and dressing, there was little evidence to 
suggest that the psychological and social aspects of these 
activities had been taken into account. This situation had not 
changed at the time of the summative evaluation or at the 
return visit in October 1985. 
The literature pertaining to research into the various 
aspects of nursing suggested that great difficulty was being 
experienced in trying to describe and measure the psychological 
and social components of nursing. These difficulties were 
attributed to a lack of agreement among nurses on specific 
concepts and lack of agreement on the use of terms as well as 
to an inappropriate use of sophisticated statistical 
techniques. Given the very limited educational input which was 
possible within the limitations of time and resources, it was 
perhaps unreasonable to expect the psychological and social 
components of nursing to be explicitly stated in care plans. 
In the community and in the waxds specialising in the care 
of elderly patients, a record of problems, objectives and 
outcomes was available for each patient. Again, the 
psychological and social components of nursing were not much in 
evidence. Perhaps questions should be raised concerning the 
nurses' ability to make written statements about these types of 
needs, particularly in view of the previous comment about the 
lack of agreement on concepts and poorly developed terminology. 
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Throughout the process of change, the nurses involved in 
the study consistently expressed concern about the lack of 
knowledge needed for the precise description of patients' 
abilities to perform functions such as walking, dressing and 
washing. That is to say, there was an awareness of a need to 
accurately reflect in care planning differences in the degree 
of difficulty in dressing between, for example, persons with 
right- and left-sided hemiplegia. Similarly, the nurses 
expressed difficulties in the documentation of nursing 
interventions associated with, for example, patients I concerns 
about altered body image. The study findings suggest that the 
nurses are aware of problems associated with altered body 
image, but the nursing intervention of "reassuring the patient" 
is not very revealing. These awarenesses of learning deficits 
lend support to the belief that the systematic documentation of 
the nursing care provided for individuals affords opportunities 
for nurses to identify their own learning needs. The findings 
also suggest that the content of nursing has not been 
sufficiently elaborated to permit a detailed description of 
nursing care relative to specific needs of patients. 
In the community and in the wards specialising in the care 
of elderly patients, a modified system of primary nursing was 
in use. This meant that each registered nurse had 
responsibility for planning and evaluating nursing care for a 
group of patients, although the delivery of the care was 
delegated to others with regard to needed and available nursing 
skills. There was very little written evidence of nursing care 
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planning in the surgical wards and the method of delivering 
nursing care was by task allocation. Individualised nursing 
care plans were thought to be impractical in short-stay 
situations but were valued in situations where patients had 
undergone major surgery. A rapid turnover of patients, 
fluctuations in staffing and numerous impromptu medical visits 
to patients were among the main reasons given for the failure 
to maintain the systematic documentation of nursing care in the 
surgical ward. 
It is likely that computer technology will reduce the need 
for lengthy documentation which will be of great benefit in 
I 
clinical areas where a high turnover of patients might be 
expected. Certainly, there were many pre- and post-operative 
nursing interventions common to all patients which suggests 
that there might be a place for some degree of standardised 
care planning. 
In all of the clinical areas involved in the study the 
nursing orders proved to be the most valued part of the record 
system. Irr the surgical wards there seemed to be less value 
attached to the nursing orders, but there was also a reluctance 
to dispense with these, which suggests that lack of time for 
documentation is the important factor influencing attitudes. 
The written nursing orders were considered to be an effective 
and efficient method of communication, particularly for 
learners, nursing auxiliaries and part-time staff. The greatest 
omission in the recording of nursing orders was the failure to 
sign on discontinuing orders, which suggests that the legal 
significance of nursing records was not fully appreciated. 
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The record of care given was the most incomplete of all 
the records in the hospital setting, whereas in the community 
there was 100% completeness of the record of care given. 
Obviously, there are more people involved in providing care in 
the hospital setting and so there are more opportunities for 
error. While it cannot be assumed, in the clinical sense, that 
because the care was not recorded it was not given, the legal 
implication is that not written means not done. The record of 
care given is also important for evaluation. If there is an 
unsatisfactory outcome of care, it will not be known if this 
was due to an inappropriate plan or a failure to carry out the 
plan for whatever reason. 
It was noted in the review of nursing records throughout 
the process of planned change that, almost without exception, 
patients were discharged from hospital with identified nursing 
needs unmet. Questions arising from this f inding are primarily 
concerned with appropriateness and/or adequacy of nursing care. 
However, questions may also be raised about legal and ethical 
issues, as well as those concerned with continuity of care and 
of discharge being based on the progress of disease rather than 
on the whole person. 
The identification of the nursing officers as change 
agents and leaders of the self-help groups seemed to be a 
useful way of increasing opportunities for learning and for 
making use of the experiences, of nursing in the organisation 
and management of nursing services. In the process of planned 
change, the individual nursing officers participated in the 
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learning programme and additional group work was organised to 
highlight the usefulness of nursing records as management 
tools. 
In spite of the duration of the research programme and 
intensive group work, the nursing officers expressed doubts 
about their ability to lead the self-help groups. Also, it was 
argued that there would not be sufficient time to continue the 
group work because of manpower shortages. In Appendix 3a 
comparison is made between staffing figures and patient 
throughput at the start of the programme and at the time of 
summative evaluation. In summary, the reduction in available 
hours, due to a shorter working week, was not met with an 
increase in manpower. However, in the wards specialising in 
care of the elderly, a substantial number of enrolled nurse 
hours had been replaced by registered nurse hours. Although a 
new scheme of training had produced a steady f low of learners 
in the clinical areas, the predicted balance in the grades of 
learners allocated to the wards had not been reached by the end 
of the study. 
The variable mix of skills has implications for the way in 
which nursing care is delivered. The modified system of primary 
nursing care, referred to earlier in the discussion of the 
findings, seemed to be the best alternative in the research 
settings. From the nurse's point of view some of the care might 
still need to be task-oriented but, providing there is an 
individualised care plan, the patient outcomes should not be 
adversely affected. The drawback in using a modified system of 
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primary nursing is that it increases the importance of 
consultation with colleagues at the time of evaluation, and the 
availability of staff for this purpose will be a critical 
variable. 
Nine months after the completion of the descriptive study 
of needs for nursing, it was found that the self-help groups 
had been discontinued. It was also revealed that group learning 
was restricted to care planning meetings held on the wards 
specialising in the care of the elderly and in the community. 
The teaching programme within the change process sought to 
stimulate interest in continuing learning and to encourage a 
questioning approach to nursing. Individual effort needs to be 
rewarded and encouraged. The disbandment of the self-help 
groups raises questions about perceptions of the role of the 
nursing officer, within this group and among their superiors, 
and the depth of preparation needed to equip the nursing 
officers to become change agents. 
In summary of the foregoing discussion, it may be said 
that the documentary evidence of patient-centred nursing care 
was not overwhelming. There was some evidence of nursing care 
planning to meet the less tangible needs of patients, but there 
were also difficulties experienced in identifying and stating 
psychological and social needs. These difficulties were most 
evident in the descriptions of the nursing interventions (for 
example, "reassuring the patient"). It could be said that the 
nurses were aware of deficits in skills and knowledge needed 
for patient-centred nursing, but it is likely that these 
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insights were gained from informal discussions rather than 
through formal record review. The nursing officer in the 
community study setting was to some extent functioning as a 
change agent at the time of the evaluation, but there was no 
evidence of this role being maintained by the nursing officers 
in the hospital settings. 
The Descriptive Study of Needs 
for Nursing Care 
The main conclusions which were reached on the basis of 
the study findings were that the systematic documentation of 
nursing permits a broad description of patients' needs for 
nursing care, and that the nurses identified mainly physical 
needs and did not appear to encourage self-care among patients. 
In view of the earlier comment about the difficulties in 
eliciting, describing and measuring psychological and social 
needs, the predominance of physical needs in the study findings 
was perhaps a predictable outcome. Other factors which may have 
influenced the finding include the nature and size of the study 
sample of patients, the duration of the study period, limited 
validity of the instruments, an inadequate knowledge base, and 
variations in critical thinking ability. 
One of the concerns which prompted the separate approach 
to the study in Scotland was the time-targeting of events in 
the multinational context of the research, particularly in 
regard to the need to change the conceptual i sat ion and method 
of nursing. The literature suggested that various models of 
nursing lead to different perceptions and insights and, 
ultimately, to different approaches in nursing intervention. It 
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could be argued therefore that it was inappropriate to use 
self-care in the process of introducing systematic, 
person-centred nursing when a different model might be used in 
the study. In the process of planned change it was noted that 
although the nurses were given the same information about 
patients for the purpose of care planning, the inferences and 
outcomes were not always the same. It was therefore judged that 
there would be similar happenings whatever the model, and there 
could be no control over the sYnthesis of information which is 
a complex cognitive process. 
The highly structured Health Assessment Form, which was 
standard in all the research settings, was intended to permit 
the description of the circumstances and events apparently 
influencing individual needs for nursing care. Unfortunately, a 
closer examination of the relationship among variables was 
constrained by the tools and design of the study, in which it 
would seem that the fallacy of misplaced precision was 
operating. The mixed levels of measurement and ambiguous 
categories restricted the statistical analysis of the data 
gathered on the Health Assessment Form. Nevertheless, some of 
the frequencies raised questions about the roles and, 
relationships of designated carers and the availability and 
appropriateness of services. There is, however, a danger in 
placing too much importance on the data derived from the Health 
Assessment Form because of the limited testing and validity of 
the instruments. 
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The description of the needs for nursing care was 
influenced by the nature and size of the sample, the short 
duration of the data collection period and the restrictive 
coding categories which made it possible for patients to have 
more than one need in most categories. This lack of 
differentiation of needs was only identifiable from the raw 
data. In spite of the limitations, the persistence of needs 
among the elderly raises issues concerned with maintaining 
morale and attracting staf f to areas where rewards in terms of 
improvement may be slower than in acute areas. Changing the 
model for nursing may bring a new perspective to the nursing 
care of the elderly. It is, however, likely that changing the 
focus for nursing will exacerbate issues concerned with roles 
and relationships in care of the elderly, particularly in 
regard to the remedial professions. 
On a similar note, the persistence of needs among the 
elderly raises staffing issues and questions of definition 
concerning what should be designated high dependency areas. 
Questions should also be raised about the role of the community 
nurse in the management of quiescent chronic disease in 
relation to the roles of other health workers, with particular 
regard to the perceptions of problems and expectations of 
outcomes. 
Most of the nursing interventions were concerned with 
'doing for' (that is, nurses carrying out certain activities 
which patients cannot themselves perform) - This finding may be 
a reflection of the short data coll. ection period or is perhaps 
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an indication that nurses do not encourage self-care. 
Alternatively, there is a possibility that the nurses were 
unable to separate the components of nursing to the level of 
discreteness which would permit the interventions to be 
assigned to appropriate categories (even though very broad). 
That is to say, education and psychological support may be 
inherent in the interaction between nurses and patients in 
carrying out a bed-bath, for example, but since the dominant 
activity is bathing, perhaps related to maintaining personal 
hygiene, then this would be the intervention recorded. The 
number of interventions which could be coded in the design of 
the multinational study for each objective was three which may 
also explain this finding. On examination of the raw data, a 
variability was noted in the number of interventions recorded 
over the four days. This may be an indication of a change in 
the nature of needs (though not sufficient to allow 
re-categorisation) or perhaps another objective which is 
subsumed within the ultimate goal relative to a particular 
need. 
The nurses were required to write outcome statements for 
each day of data collection. In spite of the long-term nature 
of many of the statements, a large number of objectives were 
categorised as 'fully met I. This suggests that there are more 
refined criteria being used on a day-to-day basis than could be 
ascertained from the statements. For example, the objective 
might be for wound healing to take place without sepsis. The 
stages in wound healing and signs of infection might be the 
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criteria used to judge success of nursing interventions on a 
daily basis. On the other hand, it is feasible that many 
objectives could be met in a short space of time. 
The criticism of the coding categories does not detract 
from the value of conceptual frameworks in helping to formulate 
problems, giving direction to a study, and assisting with the 
interpretation of the findings. Failure to order phenomena is 
likely to perpetuate the description of nursing (in Merton's 
terms) as consisting of: 
general orientations towards data, 
suggesting types of variables which need 
somehow to be taken in account, rather than 
clear, verifiable statements of 
relationships between specified variables". 
(Merton, 1968, p. 100) 
Difficulties experienced in classifying data should be viewed 
as an indication of the need for research to improve the levels 
of discreteness, rather than as a cue to abandon the activity 
of concept clarification and theory development. 
There is a need to be much more flexible and imaginative 
in the construction of the designs for nursing studies. Hersen 
and Barlow (1976) and Holms (1983) are amorig those who have 
proposed that individual differences may be identified through 
single subject research. Holms (1983, p-255) defines single 
subject research as including: 
11 --- the study of observations as they 
occur naturally (case study) or controlled 
interventions imposed on natural events 
(experiment)". 
Shapiro (1973) contends that in terms of external validity or 
generality of findings a series of single case designs in 
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similar events in which the experiment is directly replicated 
three or four times can far surpass the experimental group/no 
treatment control group design. 
The design and development of the multinational study was 
influenced by the desire to meet multiple goals and by 
differences of opinion as to the best ways of achieving the 
desired outcomes. It should be noted that the study was 
developed at a time when there was virtually no experience (in 
Europe) of a systematic approach to nursing and little 
awareness or understanding of person-centred nursing as an 
alternative to a disease-oriented approach. Additionally, 
nursing research in Europe is in its infancy but, rather than 
viewing this as a limitation, it was seen as an opportunity to 
introduce nurses to the research process while actively 
participating in the design and development of this study. 
The desire to introduce nurses to the research process, as 
well as to establish nursing research links throughout Europe, 
added to the other factors which influenced the research 
design. These factors included language, culture, variously 
constructed health and political systems, and different 
educational preparations for nursing. The multiple goals were 
to have been met within a timescale of four years, but the 
actual length of time taken to the completion of the study 
report was seven years. 
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RECOMMENDATIONS 
The specific recommendations based on the findings of the 
study are organised under four headings: research; education; 
management; and practice. 
ReBearch 
The research recommendations suggested by the study 
findings are that there should be: 
- Studies aimed at clarifying the concept of dependency, and 
an examination of the extent to which nurses promote 
self-care. 
- Studies to discover if there is congruence among patients' 
and nurses' perceptions of problems, and what effect 
differences in perceptions have on expectations of outcomes. 
- Studies aimed at examining the effect of variations in the 
problem-solving capacities of individual nurses on the 
outcome of nursing interventions. 
- Studies on the impact of medical labelling on needs 
identification and nursing care planning. 
- Studies aimed at identifying the underlying criteria for 
priority-setting and changing priorities in nursing care 
planning. 
- Comparative studies of nurses' and patients' expectations of 
outcomes of nursing intervention. 
- Further studies of needs for nursing care which take account 
of the limitations and findings of this study. 
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Education 
The recommendations for nurse education are that: 
- Nursing curricula should reflect the areas of knowledge 
identified in the literature as being necessary for person- 
centred nursing care. 
- Nursing models should be used to organise the content of 
nursing curricula which should undergo continuous 
evaluation. 
- The experiences of learners should be used as sources of 
learning. 
- Practising nurses should be involved in the development of 
nursing curricula to achieve better integration of theory 
and practice. 
- In the development of nursing curricula there should be 
better integration of the physical and behavioural sciences 
and greater emphasis on the theory and practice of 
communication. 
Management 
The recommendations for management are that: 
- In view of the faci that past experiences of health services 
. 
were not highly rated by the surgical group of patients, 
managers should be concerned with the possibility that 
issues such as control of waiting lists may be of as much 
importance as quality of care which may be assumed to be 
satisfactory by the patient. 
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- The persistence of needs among the elderly may be an 
important factor in maintaining morale and attracting staff 
to areas where 'rewards' in terms of improvement may be 
slower than in acute areas. Changing the model for nursing 
may bring a new perspective to the nursing care of the 
elderly. 
- The identification of patients' needs may be influenced by 
the fact that nurses too are individuals with varying levels 
of personal development, and different cultural and social 
backgrounds. There may well be a need to consider a social/ 
cultural match between nurses and patients when selecting 
nursing teams. 
- Recognition should be given to the key role of the nursing 
officer in uniting nursing practice, research, management 
and education. There should be formal preparation of the 
nursing officer for the role of change agent, with 
particular regard to the development and application of 
critical reflective thinking. 
Nursing Practice 
The recommendations for nursing practice are that: 
- Nursing care should be based on a critical analysis of 
patients I needs rather than on speculation and assumption. 
In this connection, there should be widespread 
implementation of the nursing process through which nursing 
practice is more accurately informed, dynamic and objective 
rather than intuitive or tradition-bound. 
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- Recognition be given to the fact that systematic 
documentaltion of the nursing process makes it possible to 
identify deficiencies in services. This increases the 
responsibility of nurses to ensure that patients are either 
not discharged with unmet needs for nursing or that there 
are adequate support services where it is appropriate to 
continue nursing care in the community. 
- Recognition should be given to the fact that some patients 
are able to make known their views and resolve problems, but 
with others there may be an additional onus on staff to 
recognise difficulties and resolve them without the impetus 
of comment from the patient/client group. This 
recommendation stems from the finding that the elderly group 
of patients seemed to have lower expectations of health 
services than the surgical group of patients. 
- Practising nurses should be prepared to accept a key role in 
the structuring and development of nursing knowledge through 
observations, questioning, development and testing of 
nursing interventions, and in concept clarification. 
- Recognition should be given to the usefulness of the 
systematic documentation of the nursing process for 
identifying personal learning needs. Self-motivated learning 
would be an expected outcome of the critical analysis of 
nursing care planning. Similarly, the exploration of nurses' 
values and their relationship to priorities for nursing 
care, and expected outcomes of care, is more likely through 
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the systematic provision and evaluation of nursing care than 
with traditional task-oriented, simply intuitive, forms of 
nursing. 
CONCLUDING REMARKS 
The decision to use the nursing process as a means of 
gathering data for the study of needs for nursing care created 
the expectation that the complex and necessary intellectual 
tools and practical skills could be developed as a component of 
the exploratory study. It was this issue which provided the 
impetus for the distinctive approach to the study of needs for 
nursing care in the Scottish research settings. 
The use of strategies of planned change helped to reduce 
some of the uncertainties of collaborating in a multinational 
study in an area of nursing where there has been very little 
systematic investigation. Action research, as a vehicle for 
change and a dynamic process giving feedback, was particularly 
helpful for the identification and description of the factors 
which might influence the provision of individualised nursing 
care through the equally dynamic process of nursing. 
The underlying theme of the study was that the systematic 
method has a catalytic role in uniting nursing practice, 
research, management and education to meet changing needs for 
nursing care. Most of the support for this assertion was found 
during the group work with the practising nurses which was part 
of the procedure for introducing systematic, person-centred 
nursing in preparation for the descriptive study of needs. 
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During these times it was possible to highlight, through 
systematic care planning, the effect which different 
experiences of nursing had on the identification of needs and 
subsequently on the plans for nursing care. Learning needs were 
simultaneously identified by the nurses themselves and 
questions were raised about methods of delivering nursing care 
directly and within the overall organis4tion of nursing. As a 
consequence of these discussions, questions about the critical 
thinking ability of nurses could also be raised. 
It is likely that the information contained in the nursing 
care plans, used to facilitate the practice of nursing, will 
only give general clues about areas of nursing requiring 
attention in research, practice, management and education. It 
seems important therefore to provide opportunity for nurses to 
share experiences of nursing when further insight into 
particular nursing situations might be available to supplement 
the information in the care plans. In this connection, a case 
could be made for the preparation of nursing officers to act as 
change agents. The value of action research should be explored, 
both as a way of encouraging critical thinking among practising 
nurses and for providing a vital link between practice, 
research and theory building as well as to stimulate innovation 
in nursing. 
Although the study gave no definitive answers, the issues 
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THIS FORM WAS DESIGNED ONLY FOR RESEARCH PURPOSES Form 
(Draft 71) 
IT IS NOT SUITABLE FOR CLINICAL USE 
WHO/EURO MEDIUM-TERM PROGRAMME IN NURSING/MIDWIFERY 
MULTINATIONAL STUDY.. 1983 
HEALTH ASSESSMENT FORM 
(14AF) 
Country moo 
Participating Centre No. 
Subject No. II] 7-5 
(First Recor! 0) 6 
Nurse No. 7-8 
Assessment started I, 9-14. 
hour date month 
Assessment compLeted 
II1.1 -7 15-20 
hour date month 
4 
I PURPOSES AND OVERVIEW 
The overaLL purpose of this form is to gather and record data 
concerning seLected areas of the patient/cLient's current heaLth 
functioning and from his/her own perspective. More specificaLLy, 
the form has been designed to record observations about the pa- 
tient/cLientls: 
a) sociaL/environmentaL situation (Section 1) 
b) heaLth history (Section 11) 
c) functionaL heaLth status (Section 111) 




Before gathering data 
Read over the entire instrument, incLuding the imstruc- 
tions and exampLes preceding each section. 
The foLLowing sources of information may be used: 
patient/cLient/famiLy. records,, staff. 
PLease bo sure that aLL data gathered is recorded by you 
as the murse data coLLector. 
13. WhiLe-gathering data 
Gather and record data that are reLevant to the 
patient/cLient's present situation. For surgicaL 
patients Section III shouLd be fiLLed in before 
operation. 
Structure your interactions with the patient/cLient 
at a time and pLace which is sutuaLLy comfortabLe, and 
as free Of stre33 and distractions as possibLe. 
(See-guideLines for introductory statements beLow). 
As information is coLLected from the patient/cLient 
it may be recorded directLy on the HAF or on a separate 
sheet of paper. 
C. After gathering data 
Record information on the HAF as soon as possibLe after 
it has been obtained. 
The HAF shouLd be compLeted within 48 hours after admis- 
sion into the study or within 48 hours before surgery. 
In the community the HAF shouLd be compLeted within 
the first two visits after admission into the study 
(if in doubt, check with your Programme Manager or 
Contact Person). 
3. Be sure aLL items are compLeted. Leave no items bLank. 
Be sure to describe the data obtained on the Lines 
provided for each item, Do not check in "'no information's 
box untiL aLL sources of informat-ion h: qvt been 
queried. 
4. Record in the boxes on the first page the hour, date and 
month the HAF was compLeted. 
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III GUIDELINES FOR INTRODUCTORY STATEMENTS 
Opening statements to be made to the patient/cLient as 
cLoseLy as possibLe to the foLLowing:. - 
a. Groot patient/cLient by name. 
Say: 
"'In order to PLan the most appropriate nursing care, 
it is important that we have some information about 
you and pLan with you in reLation to your heaLth. " 
"Ve are invoLved in a muLtinationaL nursing study. 
WouLd you mind if the information you give me is in- 
cLuded? At no time wiLL your name be used in the 
study and aLL information is received in confidence. " 
"You are, of course, free to ask to be excLuded from 
the study at any time. * 
If a surgical patient/cLiento 
"We expect to keep a nursing care pLan regarding your 
needs for at Least 4. days. " 
if an eLderLy patient/cLient in the comawnity: 
"%je expect to keep a nursing care pLan regarding your 
needs over the duration of at Least 4 visit$. '* 
If an eLderty patient/cLiemt in an institution: 
"We expect to keep a nursing care pLan regarding your 
needs for at Least 4 days. " 
"This study wiLL in no way interrupt the continuity of 
your care. " 
If patient/cLient agrees.. note the time "assessment 
started" on the first page, and begin to coLLect the 
data. 
If you choose an interview approach try to avoid inter- 
ruptions during that period of time. ' 
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INSTRUCTIONS, SECTION I 
SOCIAL/ENVIRONMENTAL DATA 
ITEMS ia. 1 - 12.3 
DrRECTIONS: 
CompLete each item an the Lines Provided with information describing the 
patient/cLient/famiLy's present situation from their own perspective and 
from your own professionaL viewpoint. The information shouLd be obtained 
through interview and. observation of the patient/cLient/famiLy and/or 
other sources of information. 
OnLy one box is to be chocked for each item except where (s) appears. 
ExamoLe 1: 
10.2 Sex: maLe 1 24 
fetnaLe 2 
ExamoLo 2: 
Dependent(s) reLying on the person 
for any aSsistance/heLp: 
none 
CD 43 
ýk. Ala ux6e woAiu, but M. A adminiAteu the 6am2y', 6 
........ 000060000*000000 chiLd(rem) 144 
6inanceA. Hi, & 80-yezt-atd aunt tiveA wUh the cou4aZe. spouse X, 
45 
0000040000000000000000000a00000a4a0000a0000aapar en t(s) 46 
brother/si ster 47 
friend/neighbour 48 
other L XI 49 
no info 7 5a 
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------------- ------- --------------- --------------------- 
I (). I Age in years: 
ý21-22 
10. Z Sex: maLe 24 
femaLe 2 
10.3 Patient/cLient considers reLigion/ 
beLief system to bt: 
4 lib le 0 -b- 00000400 de 00040.4 000004000W00004e0 40 00 IN 000 
0000 41 ID 00 40 400000000a00000 49 00a000a00a 40 00 4p 0aa0 4p 
very important 
important 
of LittLe importance 3 2.5 
of no importance at aLL 4 
other 5 
00490-00-000 0000.0 00000040040 ***-Glee no info 9 
NationaLity/cuLturaL background nationaL 1 
in countr. Y: immigrant 2 
resident 3 26 




0. -9b. a 00 ID 00 db 000400404 90 40000000a00044404004000000a*040a to 00 
---------- ------- ------- 
la. 5 Communication between patient/ 
cLient and nurse: communicates verbaLLy 1 
communicates onLy non-verbaLLy 2 
communication not estabLished 3 27 
0ooa000a0o040o00000*0e*ae0*0noinfo 
00a0600.0 000000 40 a. 0000.0000000.00 41 000000. a000a00000000a0000 
---------------------------------------------- --------------------- 
10.6 Lives aLone: 
yes 





no inf o 
09 
"... .. see...... ....... "St. s.. . ... U""""" """ "S"S.... es..... 
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10.7 CLosest caring person(s) for none 29 
nursing car. @- resources: 






other Lj 35 




10.8 Residence/accommodation is 
appropriate to heaLth: 
00*0000.0 00a000000 41 0000000.0 00 40 0000a0a0000000*0a00000000000 
eso 40 0ý00-0 4000400 00 0* 0.0 40 0 0000 00 ADS 00 owo 0 00 










10.9 SociaL activities: 
does not engage in 
C: 71 
independent in aLL 0Q0000000000a000............. 
dependent in aLL 340 
0000a00a0a0a00000aneedsassistancein90me 
*0-0000000a0000*0a0a*a0*0000a00000000000000 no info 
[] 
-------------- --------------------------------------- 
11.0 Economic activities: 
00000a00000000000000a0000a0a0000aaa00000ndependentinaLLI 
dependent in aLL 2 
o-*a*ooao-o-aneedsassistanceinsome3 31 




------- a ----- ---------- ---------- 
------ 
Shopping activities: does not undertake 
'independent in aLL 2 
dependent in aLL 3 40 
needs assistance in some 1-14 
*-* 00a0000 40 a00000000000000000000a -a 0 4p a0a0 4p 41 0a no info 
Fý 
----------- ý. M --- --- 
11.2 Domestic activities: does not undertake 
independent inaLL2 
dependent in aLL 3 41 
needs assistance in sone 4 





11.3 PersonaL care activities: 
independent in aLL I 
00000000000*0a0000000000000a00a00a0*0de9endentinaLL2 






11.4 Dependent(s) reLying an the patient/ none 
0 
43 
cLient for any assistance/heLp: 
00000a0.. 00000000000. a0a0aa*0a0a0000000a000000000 
00000000000*0&00*000000000*. 00000*000000a00a00000 
000.000*000.000000000.. 00000000.................. 














11.5 Patient/cLient's famiLy 
reLationsh. ips: is not part of a famiLy 
considers aLL positive to heaLth 
considers some positive to heaLth 3 
considers that they have no 
51 




11.6 Prior to entering the heaLth unempLoyed 
care system at this time patient/ 
cLient was: 
00 0-4 000000&000000000000000a4000000.0 0040 
working outside the home 
working in home environment 








11.7 Patient/cLient works: no 
01 
yes, and considers it: 
00000Q000000 d> 0Q000400000400004004a000 t> 4404400 
00a0a0.0000aa000*a0*aaa00a000000*00a000000000 
positive to. heaLth 2 
harmfuL to hea Lth 3 
as having no effect 4 
other 5 
no inf o 
--------------------- --------------------------------------------- 
11.8 Patient/cLient takes part no 
in sociaL activities: 
yesp 
0.. *. 0000.00000000.. 0000.000. a. 0.00000000.0000 
0000*00. a0aa00aa0.0 
and considers them: 
Positive to heaLth 
ha rmfu L to he aL th 
as having no effect 
other 
Ll 





11.9 Patient/cLient takes part in na 
recreationaL/Leisure activities: 
yes, and considers them: 
positivetoheaLth 
harmfuL to heaLth 3 
55 
as having no effect 4 
other 5 
0000000000000000000000000 
no info 9 
i2. a Patient/cLient smokes no 
tobacco: 
yes, and considers it: 
positive to heaLth 2 
harmfuL to heaLth 3 
56 
40-0004posoo* woo* 0006 6006 no effect 4 
other 5 





12.1 Patient/cLient consumes no 
aLcohoL: 
yes, and considers it: 
positivetoheaLth 





--------------------- --------- ---------------------------- 
12.2 Patient/cLient uses seLf- no 
prescribed drugs: 
yes.. and considers it: 
positive to heaLth 2 58 
harmfuLtoheaLth3 
no effect 4 
0000a000a00a00.0a00.00a0a000aa00other5 
0.0a0000000000000.. 000000000. o000a.. eo000000.00. an 
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---------- ------------ ----------------- 
12.3 Patient/cLient expresses concern 
reLa't*ed to heaLth insurance cover/ 





00 4110 0000000000a00*00* 41-0 0*0000*0000&a0000006*00000000*0 




00000a000aoo eon es en eeeeaee ne o 000 seeeesee ne soc a CCC CCC 0000000 S 05 aCe S 
r 
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INSTRUCTIONSO SECITON 11 
HEALT14 HISTORY 
ITEMS 20.1 - Z1.0 
OIRECTIONS: 
ComaLete en-ch item an the Lines provided with information describing the 
patient/cLient/famiLyls present situation from their own perspective, and 
from your own professionaL viewpoint. The information shouLd be obtained 
through interview and observation of the patient/cLient/famiLy and/or from 
other sources of information. 
OnLy one, box is to bo chocked for each item exceot where (s) aopoars. 
ExampLe 1: 
213. A* Major-reason as-perceiv*d by the 
patient/cLient-for entering the 
heaLth care system: 
Dating the taAt two weekA kit. 3 haA been 6eeUng 
00000 4p 000 ýb 00 4D 000000000. .000000 4D. **0*0 40 0*0a00000 46 000 
v ety tiAed and teme. U14t week he 6ainted at 
00o0*ooo0&0a0a 40 oe00o0*O. 's **e000eo00o00o0*ooa00 
diagnostic tests 
preventive. actions 
woAk. Late4 he haA had d, 4zzy .6 petZa . 
nursing care 
treatment 












no imf o 
ExampLe 2: 
20.8 Have any ParticuLar Life eve-nt(s) occurred nome[7 21 
which have significantLy improved the 
present heaLth of the patiemt/cLient: chiLdbirth 71 
7uv yeaAA ago S. d4voAced hiA wi6e, he 6dt 
, teLieved a6tet the divotce. He moved into town 
a0000*0.. 000*00000a0000000000.. 000000aa00 
death 23 
schooLing 24 
change in maritaL status x 25 
move of househoLd x 26 
e% i- h& re 11) -P 
to be cto, 6e/c to kiz wo/rA, axd did 6eeZ W4 teme ant. ZZ tZw 









ZO-1 Date of this admission into 
the heaLth care system: 7-12 
date month year 
---------------------------------- 
20.2 Patient/cLient's Location in 
the heaLth care system: 
a00.0 * 40 0 40 00000000000*0 40 a000 40 0000000000000000000 
0- 40004 49 0000.0 4000000000e0e4000 lb 004 mý 000 4b 0.0 404 q> 40 
in hospitaL 1 
at hoMe 2 13 
in an institution 3 
other 4 
00000000*00 or 00a0*0 40 0000. a0000*0 40 49 0 49 0000a 41 0000 49 00000 
--------------- -- Wýý 
20.3 Made of admission: emergency 
non-emergency 
20.4 Major, reason as perceived by the diagnostic fests I 
patient/cLient for entering the preventive actions 2 
heaLth care system: nursing care 3 
treatment 4 15 
rehabiLitation 5 
saciaL6 
0a000aa00a000000 'a 000a00 19 00a000*aaa0auLtipLereasons7 
other a 
00000000a000000000*0aa0*a0aa0000000000000000000000 
.. 00*000*. 000000a000a0a000000a00000.0000000aa000000 
no inf o 
11 
---------- ------------- ----------------------- 
20.5 Write in the medicaL/surgicaL Code to b,! fiLLed in 
diagnosis: by Programme Manager/ 
Current reason for admission: Contact Person 
16-1 E 
00. a0000.. 0.000000000.0.. 00.0o ae *. 000e... o*00.. 
.0..... 000.. 0000.. 0000000000.00.. 00.. 00.. 0LI[I 
.00.0.0000-.. 000.0000.00.00. **0*. 00.400.00. 
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-- ----- -- ---- -- ------- -- ---------------------------- 
20.6 Patient/cLient's perception of 
experiences with the heaLth- 
care system: 
no previous contact 
[] 
I 
dr gp 0ý0000.04.04404000000400400004 0-lb 00e000400b400 In 404 
op v0W0000000a00a00a0a0a0aa00a00a0000000000000a000000 
4p 00e00040000000000.0 00 q> 00 13 000a000040 du 00a000000000090 
0000 4D 0 13 00 du 0000000 ON 0 43 4000.4 000 40 0 th 43 0 lu a th 00000 ib 00 4b 000400 
very positive 2 
acceptabLe 3 
19 
very negative 4 
other 5 
no in fo[: 
I 
nee OS SOSSe 05005500 e 00S0 0000 flOe SO 05 See 000000 asseaaeaaaso S_US 0 
20.7 Patient/cLient incapacitated from 
chronic disease. /Long-term iLLness/ not incapacitated 
disabiLity: at aLLI 
ee000e0a................. partiaLLy2 20 
totaLLy 3 
00*w000aa000000000a&0a0000000000000000000000a000000 
404000 400 9460.1b bog 0 40000004 0 gib* .0 
0a0000 0-0 000000000a00a0a0 0-0 000aa0.0000*0000000a00000 
no info Fý 9 
-------------------------------------------------- 
Have any particuLar Life event(s) occurred none 21 
which have significantLy improved the 
present heaLth of the patient/cLient: chi Ldb i rth '27_ 
0000000000a000000000000a0*0o0e00a00a0a0 
.00000000.000000.00000aa00.0 00aa000000* 4p 0 
death 23 
schooLing 24 
chamge im maritaL status 25 
move of househoLd 26 
other 27 
0000000000000000*00000.0000000a0000a*000*000 
no inf o 
11 
28 




20.9 Have any particuLar Life event(s) occurred none 
Cl 
29 
whicý have significantLy diminished the 
present heaLth of the patient/cLient: chiLdbirth 
4. a00000000a*0*0000000a*00a00a000a0*00000 




change in maritaL status 











no i nf o 
[] 
37 
eec ca a enee CC fleas see a ease eeeeeaeee COO 00000eSeaa enace 00000 COO 00 
Has the patient/cLient 3ny concern(s) 
reLating to anticipated difficULty 
when discharged from the heaLth no 
[] 
38 
care system: lr 
yes, as foLLows: 
abiLity to care for seLf 39 
LivingaLone4.0 
home accommodation 4.1 
dependence on others 42 
famiLy reLationship 43 
U^ f. If e4 *of M 1.4 ^ft IZ W%04 ma. ý. Wý %. WIf -0-9 
financiaL situation 4.5 
change of Life-styLe 4.6 
change of body image 
[] 
47 
difficuLty in understanding 
heaLth information 48 
other 
049 





INSTRUCTIONS,, SECTION III 
FUNCTIONAL HEALTH STATUS DATA 
ITEMS 30.1 - 48.4 
DIRECTIONS: 
CompLete each item-with information describing the patient/cLient/ 
famiLyls present condition frow their own perspective and from your own 
professionaL viewpoint. The data shouLd be obtained through interview and 
observation of the patient/cLient/famiLy and/or from other sources of in- 
formation. For surgicaL patients this section shouLd be fiLLed in before 
operation. 
The section is divided fnto 19 functionaL areas. Each area shoutd be dt- 
scribed in reLation t* four items starting from Left to right over the 
Pages: (1) function, (2) precipitating events, (3) aids, and (4) discom- 
fort. 
- In coLumns Z., 3.. and 4ýwhen "none" is a possibLe answer this 
is 
coded as meaning no information or no evidence of the item. 
Items 30 - 47 
COLUMN I FUNCTIONS 
.r 
On the Lines provided, dercribe your observations and information 
from the patient/cLient/famiLY and/or data from the additionaL 
sources of information in reLation to the function. on the basis 
of this data, it is decided whether the usuaL pattern of function- 
ing is maintained or changed. The resuLt of this assessment shouLd 
be indicated by checking one of the two boxes. When the pattern is 
checked as changed, the functionaL state before and after the 
change shouLd be described in the written observations. 
The usuaL pattern shouLd be viewed an the basis of the individuaL 
patient/cLient and shouLd not onLy be based on a generaL norm of 
functioning. 
Maintenance of or change in the pattern of functioning shouLd be 
assessed in reLation to the time of the occurrence of the condi- 
tion which brought the patient/cLient into the heaLth care system, 
provided the date of admission into the study is identicaL or does 
not differ by more than two weeks from the date of admission into 
the heaLth care system. 
if the patient/cLient was admitted to the heaLth care system prior 
to entering into the study, the main'tefiance of or change in the 
usuaL pattern of functioning shouLd be described on the basis of 
the situation which has been observed during the previous two weeks. 
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COLUMN II PRECIPITATING EVENTS REALTED To FUNCTION 
On the Lines provided describe your observations and any other 
information from the patient/cLient/famiLy and/or data from the 
additionaL sources of information in reLation to factors.. events 
or circumstances which affect or infLuence the functioning. The 
events may be positive as weLL as negative in nature. 
Based on the description of the precipitating event(s), check the 
appropriate box as to which dimension predomimates: physicaLP 
PsychosociaL or muLtipLe. MuLtipLe means that physicaL and psy- 
chosociaL and/or othev- @Lements are imvoLved and it is impossibLe 
to determine the predominant one. OnLy one box shouLd be checked. 
COLUMN. IZZ AIDS-RELATED TO FUNCTION 
On the Lines provided describe your observations and any other 
information from the pationt/cLient/famiLy and/or data from the 
additionat sources of information in reLation to aid(s) of a phys- 
icaL nature that the patient/cLient uses daiLy i-n connection with 
the function in question. In this case aids refer to materiaL 
aspects and the human aids for support of functions are recorded 
in Sections I and II of this document. 
If the aids currentLy in use differ from those usuaLLy used in 
their normaL situation, describe the difference(s) and the reasons 
for it. If you have introduced them to new aids, pLease indicate. 
On the basis of the description of aid(s) check the appropriate 
box(es) as to nutritionaL, pharmacoLogicaL and nechanicaL/tech- 
nicaL aid(s). 
PharmaccLogicaL refers to substances which are nedicaLLy pre- 
scribed to-overcome or to prevent heaLth pr. obLeins. 
COLUMN IV DISCOMFORT RELATED TO FUNCTION 
On the Lines provided describe your observations and any other 
information from the patient/cLient/famiLy and/or data front the 
additionaL sources of information in reLation to discomfort, in- 
conveniences or difficuLties which the patient/cLient experiences 
in reLation to the function. 
On the basis of the description of discomfort reLated to function, 
check the appropriate box as to which dimension predominates: 
physicaL, psychosociaL, or muLtipLe. MuLtipLe means that physicaL 
and psychosociaL and/or other eLements are invoLved and it is im- 
possibLe to determine the predominant one. 
See exampLe on next page. 
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FUNCTIONAL HEALTH STATUS DATA 
-------------------------------------------------------------------- 
PRECIPITATING EVENTS 
FUNCTIONS RELATED TO FUNCTION 
------------- 
M. 1 BREATHING 30.2 BREATHING. 
400a000000000000000000000a000.00a 
aa000000000000000a0000000a04a 0a0a0a0000a0000a0a00a00a0000000000 
000.0 0a0000000*0000a000 a000a000000000a000000000000000a00 
00000 48 0000000a NONE 
C: ý 1 
YES 
which predominates: 
usuaL pattern: physicaL 2 




31.1 CIRCULATION 31.2 CIRCULATION 
0000W0000000000000a0a000000000 
aa0.0 4aa0a0a000a 00 Is 000 -0 00 lb 0a0 do 0000a00 
aa000000000a0 4h 000 6'6,0 0000000aa00 00000000000000000000000000a0aa0a*0a 
NONE C3 1 
YES 
which predominates: 
usuaL pattern: physi! aL 2 
maintained I psychosociaL 3 
changed 132' muLtipLe 4 





usuaL pattern: physi! aL 2 





33.1 ELIMIN, ATION: URINE 33.2 ELIMINATION: URINE 
.00000 -IN .00040.0040.4.0.0000.0 
449000040040004000444.0.000.0.... 
0a0000a000... 
0.. 0....... 0.. 0... 0.0.. 0 NONE 




-- physicaL 2 A% 24 r% 





ExamnLe: an compLetion of Section III 
33.1 ELIMINATIONWRINE 33.2 ELIMINATIONWRINE 
Ma. C thinka that "a aeveAe cheAt . 46. C voidA ýtequentty (app. taice 
pex howt pex day) onty 6matl- mountC in6ection I had th, ýee weekA ago may 
6000000000660060 ............... 
Up at night at ZeaAt tMee timu have been the baAiA 06 thiA happening". 
"HaA ineAeaaed &aing the ZaAt 2 
NON F. 1--l I 
weekA". YES,. 
which predominates: 
usuaL pattern: physicaL FIX 2 
maintained MI psychosociaL Lj 3 
changed [M 2 muLtipLe Lj 4 
33.3 ELIMINATIONWRINE 33.4 ELIMINATIONWRINE 
TM. 4at6methizot? 0.59 4ix tfMe4 : Pain6ut 4en6ation when voiý. 
ppiýý. da 
. 
tjAt thtee da46, aa . 
gi 
0.9 00 41 0a0 -8 00 Is 0a0a00000000000 49 0000.40 40 00 
poteAcA. ibed by own doctax. 
NONE 8 NONE f7 I 
IF ANY, check as foLLows: YES,, which predominates: 63-66 
nutritioni I phisicaL r -yn 2 
pharmacoLogic: 
LL 





COLUMN I FUNCTION 
If the patient/cLient does not show signs of being in the terminaL 
stage of Life, check "no" and do not fiLL in the other items. 
If the patient/cLient does show signs of being in the terminaL stage 
of Life,, check "'yes". 
On the Lines provided give a description of symptoms and behaviour 
reLated to the dying experience observed in the patient/cLient. 
Proceed to CoLumns 2,3 and 4, foLLowing the instructions above. 
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FUNCTIONAL HEALTH STATUS DATA 
--------------------------------------------------------- 
PRECIPITATING EVENTS 
FUNCTIONS RELATED TO FUNCTION 
----------------- 
34.1 ELIMINATION: FAECES 34.2 ELIMINATION: FAECES 
a wo a000000*000 .8000.0 00000000000 06000aaW0000000000000000000000000 
000000000000a00000000a0aa 




usuaL pattern: physicaL 




35.1 ELIMINATION: SECRETION 35.2 ELIMINATION: SECRETION 
000.0 a00000000a0000*a0 so 0a00000 00000*a0a00a0a00a*a0a00000a00000000 
00000 0-0 0a0a00aC. 0 .000000* 41 00000a0 0000000a00000*00 
In 000000004a0000000a 
a000 00 0000aa00*0*00aa00 
000 40 00000000a000000 
a0000a00 0-0 000000000a00a0000aa00 NONE 01 
. YESO 
which predominates: 
usuaL pattern: physicaL 2 
maintained 1 psychosociaL 3 
changed muLtipLe 4 
36.1 CENTRAL TEMPERATURE REGULATION: 36.2 CENTRAL TEMPERATURE REGULATION 
00000a000000 a00000000a00a00a0... 0a000. 
00000000.00a00000a0000aa00a0000 00000000000a00a0000a000.00.4.00000 
000000000a000000000&000a00a0000 00000a000000000000.0a. 0.. 0.00.000. 
04000000a0000a000000000000.0 
NONE F7 1 
YES 
which predominates: 
usuaL pattern: physicaL 
maintained I psychosociaL 3 
changed 13 2 muLtipLe 4 
- -- --------------------------------------- 
37.1 SKIN/HAtR/NAILS 37o2 SKIN/HAIR/NAILS 
000000000000.0000*00 's 0000.0.0.. 000000a0000000000a0000.. 
0*00000,0,, 
000 -b -6 0000000a0000a 




usuaL pattern: physicaL 2 
maintained psychosociaL 3 
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------: --------------------------------------- 
AID(S) RELATED TO FUNCTION DISCOMFORT RELATED TO FUNCTION 
- --------------- ---------- 
30.3 BREATHING 30.4 BREATHING 
aa000000000000aa00 
000000000000000a0f, 00000000000a0000000aa0000.000a00a0 
NONE Ma NONE 
IF ANY 
51-54 
check as foLLows: YES, which predominates: 
nutritionaL I physicaL 2 




31.3 CIRCULATION 31.4 CIRCULATION 
00000000 -0 a00a0000 4b a00 
NONE r7 NONE r7 1 
IF ANY,, check as foLLows: YES, which predominates*-. 
55-58 
nutritionaL I physicaL 2 
pharinacoLogicaL 2 psychosociaL 3 
mechanicaL/technicaL 4 muLtipLe 4 
32.4 INGESTION/DIGESTION INGESTION/DIGESTION 
00*000a00 
a00a00.0aa0000 'a 0a 't 00a0000000a000 
0aa00000a0a*000. a*000a0000*000aaa00000 1* 
NONE r7 8 NONE [: ]I 
IF ANY,, check as foLLows: YES, which predominates: 
59-62 
nutritionaL I physicaL 2 
pharmacoLogicaL 2 psychosociaL 3 
mechanicaL/technicaL 4 muLtipLe 4 
------------------------- 
33o3 ELIMINATIONWRINE 33o4 ELIMINATIONWRINE 
0000000000a00a000a00a0aa0a0a...... 0.0000*0000.00000aa00,0000 
NONE CD 8 NONE M1 
IF ANY, check as foLLows: YES, which predominates: 
63--66 
nutritionaL 1 phySicaL 2 
PharmacoLogicaL PsychosociaL 3 
mechanicaL/technicaL 4 muLtipLe 4 
------------------------- --------------------------------------- - ------- 
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---------------------------------------------------- 
11 PRECIPITATING EVENTS 
FUNCTIONS RELATED TO FUNCTION 
- -- - --------------- 






usuaL pattern: physicaL 2 
maintained I psychosociaL 3 
changed 2 muLtipLe 4 





usuaL pattern: physicaL 2 
- maintained. 
f7 1 psychosociaL 3 
changed 2 muLtipLe 4 
---------------- 
40.1 HEARING 40.2 HEARING 
0 6.9 000a0000 .900a0000000000a000 000000. a00a0000aa0000.0 





usuaL pattern: physicaL 2 
maintained f7l psychosociaL 3 
changed U2 muLtipLe 4 
--------------- ----------- ---------------------------------- 
41.1 SLEEP/REST 41.2 SLEEP/REST 
00000000000-0000000000000000000 0000. a00000000000000000a. a0... 
0000000-000000000a000.. 000. 000000a00a000000.000... 0a400.0.. 0 
.... 0--0-0000000a. 000.0. *,. 00., 000a00a00*000-*.. 
0.0.0.. 00.0.. 0.. 
NO NE E] I 
YES 
which ors! dominates: 
usuaL pattern: physicaL 2 
maintained 1 psychosociaL 3 
- A. ----A 1) muLtioLe 4 
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--------------------------------------------------------------------- 
AID(S) RELATED TO FUNCTION DISCOMFORT RELATED TO FUNCTION 
- ----------------- ------------ 
34.3 ELIMINATION: FAECES 34.4 ELIMINATION: FAECES 
0000a000004000004&00a0 
000000000004000a0000*00*0000000a00: a00a000*40000000a000000*0000000a0000 
NONE C3 8 NONE 17 1 
7-10 
IF ANY, check as foLLows: YES, which predominates: 
nutritionaL 1 physicaL 2 
pharmacoLogicaL 2 psychosociaL 3 
mochanicaL/technicaL 4 muLtipLe 4 
35.3 ELIMINATION: SECRETION 35.4 ELIMINATION: SECRETION 
04P000 woes 0046000000000000 000000*a*000000000*0a00 
0 0.0 00aaa0000000000000000000000000000a000000 
NONE r7 8 NONE C] 1 
IF ANY, check as foLLows: YES, which predominates: 11-14 
nutritionaL I physicaL 2 
pharmacoLogicaL 2 psychosociaL 3 
mechanicaL/technicaL 4 muLtipLe 4 




NONE r7 8 NONE I 
IF ANY.. check as foLLows: YES, which predominates: 
15-18 
nutritionaL 1 physicaL 2 
pharmacoLogicaL 2 psychosociaL 3 
nechanicaL/technicaL 4 muLtipLe 4 
------------------------------- 




NONE [: ] 8 NONE F'7 1 
IF ANY, check as foLLows: YES, which predominates: 
19-22 
nutritionaL 1 PhysicaL 2 
pharmacoLogicaL 2 PsychosociaL 7 
mechanicaL/technicaL 4 muLtipLe 4 
------------------------------------------------------------------------------ 
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FUNCTIONAL HEALTH STATUS DATA 
----------------------------------------------------------------------- 
PRECIPITATING EVENTS 
FUNCTIONS RELATED TO FUNCTION 
------- :------------------ 
42.1 BODY MOVEMENT 42.2 BODY MOVEýENT 
NONE r7 I 
YES, 
which predominates: 
usuaL pattern: physica L2 
maintained I psychosociaL 3 
changed 2 muLtipLe 4 
43.1 COMMUNICATION 43.2 COMMUNICATION 
000-00 0 Goo 000 0000000*0*00000000000000a000000W000 
NONE r7 1 
YES 
which predominates: 
usuaL pattern: physicaL 2 
maintained 1 psychosociaL 3 
changed 2 muLtipLe 4 
44.1 SEXUALITY/REPRODUCTION 44.2 SEXUALITY/REPRODUCTION 
00040a0a0 40 0a00.00 




usuaL pattern: physicaL 2 
maintained 1 psychosociaL T 
changed 2 muLtipLe 4 
---------- -------------------------------------- 





usuaL pattern: physicaL 2 
maintained PsychosociaL 3 
changedl 12 muLtipLe 4 
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I 
FUNCTIONAL HEALTH STATUS DATA 
-------------------------------: ---------------------------------- 
AID(S) RELATED TO FUNCTION DISCOMFORT RELATED TO FUNCTION 
---- --- ----- ---- --- ---------------------------------- 
38.3 SENSORY 38.4 SENSORY 
0000000000aa0a000000000a00000000000a0000000000000000aa00000000 'e a00 
Nome C3 a NONE f7 1 
IF ANY, check as foLLows: YES, which predominates: 
23-26 
nutritionaL I physicaL 2 
pharmacoLogicaL 2 psychosociaL 3 
nechanicaL/technicaL 4 muLtipLe 4 
39.3 VISION 39.4 VISION 
ft 00000a00a0a0000a000*0000000a0000000a0a00000.0 000000a000000000000000000 
000.0 0 49 000000a 40 a0000000000e0o000000000aa00000000000000aa0a0090000000000 
NONE ý3 8 NONE I 
IF ANY.. check as foLLows: YES, which predominates: 27-30 
nutritionaL 1 physicaL 2 
pharmacoLogicaL 2 psychosociaL 3 
mechanicaL/technicaL 4 muLtipLe 4 
40.3 HEARING 40.4 HEARING 
0000a0000aa000000000. a000.0000 
0a0a0000aa0a0000000aaa0000000000a00000000000000a0000 
NONE C3 8 NONE 1 
IF ANY.. check as foLLows: YES, which predominates: 31-34 
nutritionaL I physicaL 2 
pharmacoLogicaL 2 psychosociaL 3 
inechanicaL/technicaL 4 muLtioLe 4 
41.3 SLEEP/REST 41.4 SLEEP/REST 
000000000000a0.00000000a0...... 00a0000000000 10 000000.00*0000000a. 0 
000000a000a00000,0........ 00000000a0000000aa000.0. a000000000000 
NONE r7 8 NONE C: j 1 
IF ANY, check as foLLows: 35-38 YES, which predominates: 
nutritionaL 1 physicaL 2 
pharmacoLogicaL 2 psychosociaL 3 
mechanicaL/technicaL 4 muLtiPLe 4 
------------------------- ---------------------------------------------------- 
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FUNCTIONAL HEALTH STATUS DATA 
-------------------------------------------------------------------- 
PRECIPITATING SVENTS 
FUNCTIONS RELATED TO FUllICTION 
-------------- ------ - -------------- 






usuaL pattern: physicaL 2 
maintained I psychosociaL 3 
changed Ll 2 muLtipLe 4 
47.1 CREATIVE/EXPRESSIVE 47.2 CREATIVE/EXPRESSIVE 
00 10 00000000000a000040000000 0000000aa00000*0000000000*000000 
00 We 0 0.0 00*0.0 00a000 a000000a00a000000a00000000a 
NONE [2 1 
YES.. 
which predominates: 
usuaL pattern: physicaL 2 




in the foLLowing section information may be given about the person specifi- 
caLLy reLated to the dying experience. it is to be compLeted in addition to 
and for the purpose of augmenting other functionaL data. 
FUNCTION EVENTS AFFECTING THE FUNCTION 
-- - ----- -------- ------- - ------------- 
48.1 DYING EXPERIENCE 48.2 DYING EXPERIENCE 
There are signs that the 
patient/cLient is in the NONE C] 1 
terminaL stage of Life YES, 
which predominates: 





if yes answer 48.2 to 48.4 
288 
FUNCTIONAL HEALTM STATUS OATA 
------------------------- ------------ -------------------------------------- 
AID(S) RELATED TO FUNCTION DISCOMFORT RELATED TO FUNCTION 
----------------- -------------- --------------------------------------- 
42.3 BODY MOVEMENT 42.4 BODY MOVEMENT 
00000a000000.0 0000 d' 40 0a06, a -0 0a000,000a0a000000000000 
40 00*00000a000 
a0.0a00W000a00000o00000 6'0 0000000000000a000000a0000000000*000000000a0 
000000000000a 1* 00a000000a000000000a*000000000a0040a00000004aaa00000000 
NONE C3 8 NONE I 
39-42 IF ANY, check as foLLows: YES, which predominates: 
nutritionaL I physicaL 2 
pharmacoLogicaL 2 psychosociaL 3 
mechanicaUtechnicaL 4 muLtipLe 4 
43.3 COMMUNICATION 43.4 COMMUNICATION 
0*000a&0a000aW00.9 0000*0000000a00a00a00a00aa0a0000a00000000000000a00.0 
0000a0000&a0000000a00a000*00a00a0000000000a&00*0aa0000040000a00*000000 
000a000a0a000000a0a00a0a00W0000000 Is 000aa0 .00a 40.0 40 a*00000a0a0a000000000 .9 
NONE r7 8 NONE r7 I 
43-46 IF ANY, check as foLLows: YES.. which predominates: 
nutritionaL 1 physicaL 2 
pharmacoLogicaL 2 psychosociaL 3 
mechaniciL/technicaL 4 muLtipLe 4 




45 0000000a0a*00a00a0.0000. a00a00000 
NONE 08 NONE r7 1 
IF ANY.. check as foLLows: YES, which predominates: 
47-50 
nutritionaL 1 physicaL 2 
pharmacoLogicaL 2 psychosociaL 3 
mechanicaL/technicaL 4 muLtipLe 4 
------------------------ ----------- ---------------- ---------------------- 
4-5.3 MENTAL STATUS 45.4 MENTAL STATUS 
0 
NONE 8 NONE 
I: F ANY, check as foLLows: YES, which predominates: 51-54 
nutritionaL I PhysicaL 2 
pharmacoLogicaL 2 psychosociaL 3 
mechanicaL/technicaL 4 muLtipLe 4 
------------------------ --------------------------------------- ---------- 
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FUNCTIONAL HEALTH STATUS DATA 
-------------------------------------- ------------------- - ------------------ 
AID(S) RELATED TO FUNCTION DISCOMFORT RELATED TO FUNCTION 
------------------------------------ --------------------------------------- 
46.3 EMOTIONAL/FEELING 46.4 EMOTIONAL/FEELING 
0 40 0000a0 .90000000a0000Waa0000*000000a000.00 
00000a00000a0a000a0000000a000a000000a00000a0 
0 lb 000000000000a0000a0000000000000.00a000a000000000000000 
NONE [: ] 8 NONE f7 1 
IF ANY, check as foLLows: YES, which predominates: 55-58 
nutritionaL 1 physicaL 2 
PharmacoLogicaL 2 psychosociaL 3 
mechanicaL/technicaL 4 muLtipLe 4 
47.3 CREATIVE/EXPRESSIVE 47.4 CREATIVE/EXPRESSIVE 
000000000000000000000es 000000000a000000a0a*000a0W0a0a0 .9 15 000000 40 *0 
000aa000000000*0000a000000000a0000a0000000a00000a*00000000a000a 
0a0000000a0a00000000000a0a00*00000000000000000a00000a000a0000 
NONE E] 8 NONE MI 
59-62 
IF ANY, check as foLLows: YES, wtvich P"redominates: 
nutritionaL I physicaL 2 
PharmacoLogicaL 2 psychosociaL 3 
mechanicaL/technicaL 4 muLtipLe 4 
-------------------------------------------- 
AID(S) RELATED TO THE FUNCTION DISCOMFORTS AFFECTING THE FUNCTION 
----- - ----------- - ------------ ------- - --- - ---- 
48.3 DYING EXPERIENCE 48.4 DYING EXPERIENCE 
00....... 00a0000000000a0000.00000004000.000. *000.. 0 'a 0a0000.000.000 
NONE f7 8 NONE C: ] 1 
IF ANY, check as foLLows: YES, which predominates: 63-66 
nutritionaL 1 physicaL 2 
pharmacoLogicaL 2 PsychosociaL 3 
mechanicaL/technicaL 4 muLtipLe 4 
290 
APPENDIX 2 






























































El F7 0 - 5 - 3 
cc 




6W 41 1 1 5 CL 




Staffing Figures and Patient Throughput for 
the Hospital and Community Type I Participating 
Centres: October - December 1980 and 1983 
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FIGLEE 1: Number of Hours Available Each Week by Grade. 
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. Number of Hours Available Each Week by Grade. 
Surgical Ward (30 beds ) (October - December 1983) 
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TABLE 1: Averaqe daily bed occupancy, admissions, discharqes 
transfers in and out of surqical ward (30 beds) 
(October - December 1980) 
Time Average Average Average Average 
Period Daily Bed Daily Daily Daily Average Daily 
(1980) Occupancy Admissions Discharges* Transfers In Transfers Out 
October 26.2 3.2 3.2 0.8 0.7 
November 27.3 3.2 2.9 0.7 0.9 
December 24.5 3.2 3.1 0.5 0.9 
* including deaths 
TABLE 2: Averaqe daily bed occupancy, admissions, discharges 
transfers in and out of surqical ward (30 beds) 
(October - December 1983) 
Time Average Average Average Average 
Period Daily Bed Daily Daily Daily Average Daily 
(1983) Occupancy Admissions Discharges* Transfers In Transfers Out 
October 26.8 3.5 3.1 00 
November 27.8 3.9 3.1 0 0 
December 25.5 3.7 3.3 0 0 
including deaths 
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FIGLIE 3: Number of Hours Available Each Week by Grade. 
Ward Speciality: Care of the Elderly (24 beds) 
October - December 1980) 1: 1 Untrained Staff 
Ej 
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FIGLM 4: Number of Hours Available Each Week by Grade. 
Ward Speciality: Care of the Elderly (24 beds) 
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TABLE 3: Averaqe daily bed occupancy, admissions, discharqes 
transfers in and out of 24-bed ward specialising in 
care of the elderly (October - December 1980) 
Time Average Average Average Average 
Period Daily Bed Daily Daily Daily Average Daily 
(1980) Occupancy Admissions Discharges* Transfers In Transfers Out 
October 22.4 0.6 - o. 5 0.0 0.1 
November 22.9 0.4 0.6 0.2 0.2 
December 22.5 0.3 o-5 0.2 0.0 
* including deaths 
TABLE 4: Average daily bed occupancy, admissions, discharqes 
transfers in and out of 24-bed ward specialisinq in 
care of the elderly (October - December 1983) 
Time Average Average Average Average 
Period Daily Bed Daily Daily Daily Average Daily 
(1983) Occupancy Admissions Discharges* Transfers In Transfers Out 
October 23.0 0.4 0.8 0.3 0 
November 18.5 0.5 0.8 0.2 0 
December 22.5 0.6 0.6 0.2 0 
including deaths 
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FIGURE 5: Number of Hours Available Each Week by Grade. 
Ward Speciality: Care of the Elderly (16 beds) 
(October - December 1980) 
F7 Untrained Staff 
EI 
Nurses in Training 
[--] Enrolled Nurses 
Z Registered Nurms 
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FMURE 6: Number of Hours Available Each Week by Grade. 
Ward Speciality: Cam of the Elderly (16 beds) 
(October - December 1983) 
1: 1 Untrained Staff 
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TABLE 5: Average daily bed occupancy, admissions, discharges 
transfers in and out of 16-bed ward specialising 1 
care of the elderly (October - December 1980) 
Time Average Average Average Average 
Period Daily Bed Daily Daily Daily Average Daily 
(1980) Occupancy Admissions Discharges* Transfers In Transfers Out 
October 15.5 0.4 0.3 0.0 0.0 
November 15.5 0.1 
December 15.2 o. 2 
0.3 0.1 0.1 
0.3 0.2 0.0 
including deaths 
TABLE 6: Average daily bed occupancy, admissionst discharqes 
Eransfers in and out of 16-bed ward speciallsing in 
care of the elderly (October - December 1983) 
Time Average Average Average Average 
Period Daily Bed Daily Daily Daily Average Daily 
(1983) Occupancy Admissions Discharges* Transfers In Transfers Out 
October 15.0 0.5 0.5 0.2 0 
November 15.8 0.5 0.2 0.0 0 
December 12.6 0.4 o. 5 0.0 0 
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Summary of the Teaching Programme 
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INTRODUCTION 
Education was the medium for the change from ritualistic, 
task-oriented forms of nursing within a disease-focused model 
to a person-centred approach to nursing which was a requirement 
for the collection of data within the descriptive study of 
needs for nursing care. The construction of a teaching 
programme specifically for use in the Scottish research centres 
was prompted by: (i) the delay in preparing the educational 
material in the context of the multinational study; and, (ii) 
as a result of the delay, the shortage of time which would be 
available to effect change. 
The content of the teaching programme is summarised in 
this appendix. As described in Chapter 4 of the thesis, the 
content of the teaching programme was presented through f ive 
lectures, each of one hour's duration, and reinforced in group 
work involving role play, case presentation and skills 
exercises carried out over a period of two Years. The teaching 
programme was also used in preparing selected nursing officers 
to act as change agents (see Chapter 4). 
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SESSION ONE: THE WHO MEDIUM-TERM PROGRAMME 
IN NURSING/MIDWIFERY IN EUROPE 
BEHAVIOURAL OBJECTIVES 
List the priority areas with which the WHO (Euro) 
Medium-Term Programme in Nursing/Midwifery is concerned. . 
2. State the purpose of: 
(a) a collaborating centre; 
(b) a type I participating centre; 
(c) a type II participating centre; 
a type III participating centre. 
Identify the countries in the European Region of WHO in 
which: 
(a) collaborating centres; and 
(b) type I participating centres have been established. 
CONTENT 
- WHO, a specialised agency within the United Nations system, 
set up in response to a need to provide simple, convenient 
ways of combining and coýordinating work in different 
countries and among health disciplines; 
- source of funding for the Organization; 
- administrative structure of WHO in 'general and of the 
Regional Offices in particular; 
- the role of WHO in Nursing/Midwifery; 
- socio-economic and demographic changes prompting the 
identification of priority areas for development in 
Nursing/Midwifery forming the WHO Medium-Term Programme; 
need to develop methods for identifying needs for nursing 
care and the provision of research-based information through 
the use of a systematic method of nursing. Information 
gathered in this way would contribute to the other parts of 
the Medium-Term Programme (i. e. organisation and management 
of Nursing/Midwifery services; education; resource 
planning); 
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- definition of the 'nursing process' and the role of a 
systematic method in activating the content of nursing; 
- outline of the multinational study of needs for nursing care 
and the mechanism for the conduct of the study; 
- description and location of collaborating and participating 
centres. 
KEY REFERENCES 
Hall, D. C. (1979) A Position Paper on Nursing. Euro/Nurs 79.1 
(Rev 1) . 
WHO (1958) The First Ten Years of the World Health Organization 
Geneva: WHO. 
WHO (1974) Medium-Term Programme 
Europe: Report on a Planning Meeting. 
Nursing/Midwifer 
Kiel (Euro 4412). 
in 
WHO (Euro) (1976) The Nursing Process: Report on a Technical 
Advisory Group. Nottingham (ICP/HMD 04950). 
SESSION TWO: NURSING IN THE CONTEXT OF HEALTH CARE 
BEHAVIOURAL OBJECTIVES 
List three factors influencing perceptions of health and 
illness. 
2. Describe the view of man currently the focus of health 
sciences. 
3. List the three most commonly cited components comprising 
the holistic view of man. 
4. Distinguish between theory and concept. 
5. Define the term "model". 
6. Discuss the significance of a conceptual framework for 
nursing practice, education and research. 
7. Compare and contrast the key ideas implicit in the 
concepts of nursing elaborated by Nightingale, Henderson 
and Orem. 
8. Define the term "self-care". 
in 
9. Define the term "nursing process". 
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10. Describe the components of the systematic problem-solving 
approach in nursing. 
Discuss the relevance of a systematic problem-solving 
approach for nursing practice, research, and the theory 
development. 
CONTENT 
- goal of 'health for all by the year 20001 reflects concerns 
generated by failure to match increased investment in health 
services with improvements in the health of populations; 
- morbidity and mortality statistics questionable indicators 
of health, therefore increasing socio-political pressure to 
develop more appropriate methods for measuring 'health' and 
'needs", 
- questions raised about nursing practice being based on 
inadequate problem definition, subjective recall of evidence 
and unsophisticated generalising. Interest in "nursing 
process" as a means of resolving issues; 
- varied definitions of "nursing process"; 
- "nursing process" as nursing's particular use of the 
scientific method, and critical reflective thought as the 
essence of the scientific method; 
- dynamic nature and characteristics of the nursing process; 
- distinction between content and method of nursing; 
- exploration of the concept of caring in the context of the 
nursing process; 
- nurses as individuals with different values and beliefs; 
nursing's mandate to help meet health needs of populations, 
but needs are changing while nursing maintains the status 
quo; 
usefulness of systems theory for considering problems of 
health care; 
description of 'systems' in terms of purpose, process and 
product; 
the National Health Service as a system, and nursing and 
other disciplines as sub-systems; 
- questions about whether goals of health systems reflect 
society's views and values; 
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- in light of changing views and values, a central role 
for a 
systematic problem-solving approach in the development of 
nursing; 
- nursing knowledge grows from practice, tested through 
research, and used to guide practice (practice-research- 
theory cycle); 
- systematic method as a pre-requisite for theory development; 
- overview of theory development in nursing with particular 
emphasis on the work of Nightingale, Henderson and Orem; 
- elaboration of Orem's concepts of self-care. 
KEY REFERENCES 
Chin, R. (1980) The Utility of System Models and Developmental 
Models for Practitioners, pp. 21-37. In Riehl, J. P., Roy, Sr. C. 
(Eds. ) Conceptual Models for Nursing Practice (2nd edition). 
New York: Appleton-Century-Crofts. 
Chinn, P. L., Jacobs, M. K. (1978) A model for theory development 
in nursing. Advances in Nursing Science, 1,1-11. 
Dewey, J. (1910) How We Think. Boston: Heath Co. 
Dickoff, J. , James, P. 
(1978) A theory of theories: A position 
paper. Nursing Research, 17,3,197-203. 
Dolfman, M. L. (1973) The concepts of health: An historic and 
analytic examination. Journal of School Health, 43,491-497. 
Fromm, E. (1956) The Art of Loving. New York: Bantam Books. 
Hegyvary, S. T., Haussman, R. K. D. (1975) Monitoring Nursing Care 
Quality. Journal of Nursing Administration, 5,59 17-26. 
Henderson, V. (1969) Basic Principles of Nursing Care (Revised 
edition). Geneva: ICN. 
Hunt, S. M. , McEwan, J. 
(1980) The development of a subjective 
health indicator. Sociology of Health and Illness, 2,3, 
231-243. 
Illich, 1. (1975) Medical Nemesis (1st edition). London: Calder 
and Boyer. 
McFarlane, J. K. (1978) Nursing: The state of the art. In 
Proceedings: International Conference on Cancer Nursing. 
Lonaon: riursing mirror/hoyai marscen hospizai. 
Nightingale, F. (1859) Notes on Nursing. London: Blackie, 1974. 
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Nursing Development Conference Group (1973) Concept 
Formalization in Nursing: Process and Product. Boston: Little, 
Brown and Co. 
Orem, D. E. (1980) Nursing: Concepts of Practice (2nd edition) . 
New York: McGraw-Hill. 
WHO (1977) Health Services: Concepts and Information for 





Discuss the relevance of a conceptual framework for 
nursing assessment. 
2. Discuss the relationship between assessment and care 
planning. 
3. List the skills required for the assessment of patients' 
needs for nursing care. 
CONTENT 
- characteristics and principles of the "nursing process"; 
- conceptual framework guides collection, organisation and 
synthesis of information; 
- comparison between information collection in disease/cure 
orientation and in nursing model; 
- assessment in the context of Orem's concepts of nursing; 
- skills required for assessment; 
sources of information for nursing assessment and 
description of methods of collecting information; 
role of conceptual framework in the documentation of 
assessment data. 
KEY REFERENCES 
Crow, J. (1979) Assessment. In Kratz, C. R. (Ed. ) The Nursing 
Process, pp. 20-52. London: Bailliere Tindall. 
Dewey, J. (1910) How We Think. Boston: Heath and Co. 
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Little, D. E., Carnevali, D. L. (1976) Nursing Care Planning (2nd 
edition). Philadelphia: J. B. Lippincott. 
Orem, D. E. (1980) Nursing: Concepts of Practice (2nd edition) 
New York: McGraw-Hill Book Co. 
Yura, H., Walsh, M. B. (1978) The NUrsing Process (3rd edition). 
New York: Appleton-Century-Crofts. 
SESSION FOUR: PLANNING 
BEHAVIOURAL OBJECTIVES 
1. State the purpose of planning nursing care. 
2. Specify three nursing systems used in care planning. 
3. Distinguish between objective and outcome. 
List the characteristics of objectives. 
5. Demonstrate ability to write objectives using specified 
criteria. 
6. Demonstrate ability to write unambiguous nursing orders. 
7. Discuss the significance of priority setting in care 
planning. 
CONTENT 
- planning begins with a description of why a person needs 
nursing; 
- construction of plans to meet self-care deficits; 
- use of different helping methods in different systems of 
care (wholly compensatory, partially compensatory, 
supportive/educative); 
- selection of appropriate interventions and the analytical 
process of considering probable consequences and probability 
of effectiveness of each alternative; 
- analytical process complicated - by interaction of problems 
which may necessitate priority being given to one problem 
over another; 
- principles involved in setting objectives; 
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- reasons for involving patients/clients in care planning; 
- documenting the plan. 
KEY REFERENCES 
Little, D. E. , Carnevali, 
D. L. (1976) Nursing Care Planning. 
Philadelphia: J. B. Lippincott Co. 
Maslow, A. (1970) Motivation and Personality (2nd edition). New 
York: Harper & Row. 
McDonald, F. J., Harms, M. (1966) Theoretical Model for an 
Experimental Curriculum. Nursing Outlook, 14,8,48-51. 
Orem, D. E. (1980) Nursing: Concepts of Practice (2nd edition) . 
New York: McGraw-Hill. 
SESSION FIVE: IMPLEMENTATION AND EVALUATION 
BEHAVIOURAL OBJECTIVES 
Discuss the factors which may influence implementation of 
the nursing care plan. 
2. Describe three methods of organising nursing care 
delivery. 
3. Define týe term "evaluation". 
4. List the skills required for evaluation. 
5. Differentiate between assessment and evaluation. 
6. Distinguish between formative and summative evaluation. 
7. Differentiate between planned and actual outcomes of 
nursing care. 
CONTENT 
- execution of nursing care plan influenced by many factors 
(including structure, resources, knowledge, attitudes); 
- introduction to methods used for delivery of individualised 
nursing care; 
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- selection of appropriate method for care delivery takes 
account of need to match nursing skills and knowledge with 
patients' needs; 
- recording of nursing care given; methods and legal 
significance; 
- evaluation concerned with values; 
- values expressed in nursing objectives which guide search 
for information and selection of tools for evaluation; 
- formative and summative evaluation in the context of the 
dynamic nursing process; 
- skills used in evaluation; 
- development of tools for evaluation; the state of the art; 
- documentation of outcomes. 
KEY REFERENCES 
Department of Health, Education and Welfare (1978) Instruments 
for Measuring Nursing Practice and Other Health Care Variables. 
Vol. 2. Maryland: DHEW. 
Little, D. E., Carnevali, D. L. (1976) Nursing Care Planning. 
Philadelphia: J. B. Lippincott Co. 
Orem, D. E. (1980) Nursing: Concepts of Practice (2nd edition) . 
New York: McGraw-Hill. 
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APPENDIX 5 
Record Review System - To Facilitate the 
Use of Nursing Records as Tools for Learning 
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NURSING RECORDS - TOOLS FOR LEARNING 




"The formulation of a problem is far more 
often essential than its solution, which 
may be merely a matter of mathematical or 
experimental skill. To raise new questions, 
new possibilities, to regard old problems 
from a new angle requires creative 
imagination and marks real advance in 
science". 
(Einstein and Infeld (1938) 
The Evolution of Physics p. 20 
New York, Simon and Schuster 
INTRODUCTION 
The record review system described in this report was 
developed for the specific use of a small group of nurses who 
were involved in an intensive learning programme, the purpose 
of which was to initiate the development of nursing through the 
use of the systematic method. The purpose of the record review 
system was to provide a vehicle for discussion; "to raise new 
questions, new possibilities, to regard old problems from a new 
angle", as Einstein and Infeld suggest. 
The wider distribution of this report is anxiety provoking 
in that there may be some people who would attempt to use the 
system to measure quality. The record review system may help to 
generate discussion among nurses about what the term 'quality' 
means. It may not, however, be used to pass judgements about 
the appropriateness (or otherwise) of nursing care. Nursing is 
not yet at that stage in its development. The literature on the 
measurement of quality in nursing supports this assertion. 
The record review system contained in this report is 
limited to the purpose as stated. Premature attempts to extend 
the realms of the possible may bring about losses rather than 
gains - 
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THE SYSTEMATIC METHOD IN NURSING 
The nursing process (nursing's use of the scientific 
method) is considered to be "the core activity of nursing"'. 
Basically, the method involves collecting, organising, 
analysing, reporting and acting on, information about the 
health status of patients. There is, however, an important 
distinction to be made between the method and the content of 
nursing. As Hegyvary 
2 
has noted: 
"While the use of the scientific method is 
noteworthy development in nursing, it 
should not be viewed as the essence of 
nursing itself. The unique domain of 
nursing is the totality of the content of 
nursing practice along the dimensions of 
the process". 
A FRAMEWORK FOR NURSING 
Most nurses function within a disease-oriented framework 
for practice. This is reflected in nursing curricula which 
emphasise signs, symptoms and treatments, and the acquisition 
of associated nursing skills. However, as Fuller 
3 
has noted 
11 the biological, psychological, and sociological dimensions 
of the human being transcend the traditional boundaries of 
nursing practice". 
One of the first to propose a framework for the 
description and understanding of nursing was Virginia 
Henderson. Henderson argued that nursing was derived from basic 
human needs and the individual's capacity for meeting these 
needs in relation to health promotion, maintenance and 
recovery. Henderson 
4 
has expressed the belief that: 
317 
"The most successful preparation of nurses 
will always include whatever gives them the 
broadest possible understanding of humanity 
and the world in which they live". 
5 
In follow-up of Henderson's work, Orem developed a 
Self-Care concept of nursing. (This framework is summarised in 
Appendix 1). The Self-Care concept of nursing emphasises self- 
reliance and self-direction in health, and presents an 
inductively derived explanation of the relationship between 
nursing and health. 
TOOLS FOR LEARNING 
The health needs of populations are changing, and the 
6,7,8 
capacity of nurses to meet these needs is challenged it 
is held that the use of the systematic method within a 
designated framework for nursing can help to meet the challenge 
of changing needs. 
The documentation of nursing is implicit in the systematic 
method. As Huxley 
9 
noted, "words form the thread on which we 
string our experiences". Documentation of our experiences in 
nursing could yield much that is of value for practice, 
education, management, and the development of nursing. This is 
emphasised by Prophit 
10 
in a summary of the reasons for 
documenting the nursing process. 
Thus, documentation: 
- for communication; 
- as a mechanism for accountability; 
- as a method for data collection; 
- as a method to build the science of nursing; 
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- for assurance of continuity of care; 
- as a means to evaluation; 
- as a means for the education of professionals; 
- as a means to facilitate the integration of the 
multidimensional aspects of the person who is a 
patient/client; 
- as a means for interdisciplinary co-operation; 
- as a source of legal protection 
- as a means to increase efficiency of care and the 
foundation for effective care planning. 
Gallacher 11 underscores the importance of record-keeping 
in his assertion that "the authority vested in professions is 
based on the documentation of the process by which the 
profession practices". 
Nursing records should describe the care which has been 
given to an individual in response to a need or needs. 
Information which is systematically gathered and documented 
within an explicit framework (whether Activities of Daily 
Living, Self-Care, Adaptation, etc. ), makes it possible to 
raise issues relevant to the practice and development of 
nursing. 
Concepts of nursing influence the way in which nursing 
knowledge is structured and applied in practice. The conceptual 
framework for nursing also affords possibilities for the 
development of a system for classifying the content of nursing 
records, and for highlighting the learning needs of individual 
nurses. The identification of "training needs" is one of the 
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objectives of the recently introduced 'Nursing Staff 
12 Development Programme' 
In light of the need for continuing education facilities 
in nursing, and limited resources with which to meet this need, 
it is proposed that self-help groups of nurses should be 
established under the leadership of Unit Nursing Officers 
13 
. 
Within these groups, nursing records could provide a vehicle 
for personal and professional development. This development 
would be assisted through a formal system of record review. 
RECORD REVIEW SYSTEM 
The aim of the system is to enable nurses to use nursing 
records as tools to enhance experience-based learning, and to 
facilitate knowledge building through systematic enquiry. The 
objectives of the system are as follows: 
(i) to emphasise the dynamic nature of the 
systematic method and the role of the method 
in the provision of quality care for 
individuals; 
(ii) to stimulate enquiry in nursing through 
systematically gathered data which is 
descriptive of the nursing care planned and 
provided for individuals and groups of 
patients; 
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to increase the awareness of the 
multidimensional aspects of health, and to 
encourage the appraisal of existing concepts 
of nursing; 
(iv) to facilitate the identification of the 
learning needs of individual nurses; 
to emphasise accountability in nursing; 
(vi) to increase the awareness of the legal 
significance of records. 
CLASSIFICATION OF THE CONTENT OF NURSING RECORDS 
The framework for nursing from which the classifications 
14 
were largely derived is Self-Care The core set of 
information within this framework is considered to be 
multidimensional and relevant. The assessment information and 
the nursing actions are classified within this framework. 
The most commonly used classification of needs is 
Maslow's 
15 
hierarchy. Maslow grouped needs into five categories 
in ascending order of importance. Thus, it is argued, man first 
meets his basic needs for survival (e. g. food, fluid, oxygen) 
before fulfilling higher needs for: security and safety; 
belonging; self-esteem; self-actualisation. 
Evaluation is concerned with judging actual outcomes of 
care against planned outcomes. The classification of outcomes 
is based on levels of accomplishment of objectives. 
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PREPARATIONS FOR REVIEWING RECORDS 
The content of nursing records of discharged (or deceased) 
patients is analysed using the classification system briefly 
outlined above. It is emphasised that the proposed system 
focuses on records as tools for learning. The system is not 
designed to measure the quality of nursing care. This is a 
complex issue which, at least, requires a knowledge of what is 
to be measured. As yet, there is no general agreement on the 
content of nursing, or what constitutes good nursing. 
Before reviewing records, decisions need to be made 
regarding: 
(a) the purpose of the review; 
(b) who will undertake the review; 
(c) when the review will take place; 
(d) how many records will be reviewed; 
(e) how the findings will be (i) used, 
reported; 
(f) where the review will take place. 
In light of the introduction of the Staff Development 
Programme, and with regard to the leadership of the proposed 
self-help groups, it is suggested that the Unit Nursing Officer 
should undertake the review of records. In order to reduce 
subjectivity, and to encourage links between self-help groups, 
a group of nursing officers might be involved in reviewing the 
records from one ward or one unit. This suggestion adds 




The four stages of the systematic method suggest the 
outline of a record system. Thus, there is a need for recording 
of: 
- the nursing assessment; 
- statements of problems/objectives/outcomes; 
- nursing orders, and a record that these orders 
were carried out; 
- nursing notes. 
Nursing Assessment 
In some situations, the nursing assessment may be 
documented on a structured form which reflects the framework 
within which nursing is practised. In other areas, the nurses 
may use a framework to gather information, but this framework 
will be committed to memory and the information may be 
documented in narrative form with no immediately obvious 
headings. The assessment information may be located in a 
separate folder or in the nursing Kardex. The design of the 
document is not important. What is important is the content of 
the record, and the framework within which the content has 
evolved. 
Problems/Objectives/Outcomes 
The design of the document containing the statement of the 
problem, the objective and the outcome might vary, but it is 
the explicit, unambiguous nature of the statements which is of 
importance for care planning and for the review of records. 
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Nbrsing Orders and Record of Care Given 
A concise, precise description of the nursing care 
required to meet the objectives is necessary for safety and 
continuity of care. Nursing orders must be legible and free of 
abbreviations and ambiguities. For the purpose of evaluation 
(and for accountability) it will be necessary to know if the 
care which was planned was actually carried out. To this end, a 
record of the care given is kept. This record usually includes 
an order number, date, time, and the initials of the person 
carrying out the order. 
Nursing Notes 
Incidental information such as a change in health status, 
and the rationale for treatment changes must be recorded. A 
separate form may be provided for this purpose, or the Kardex 
may be adapted to accommodate the assessment and relevant 
on-going information. 
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METHOD FOR REVIEWING RECORDS 
INTRODUCTION 
This section of the report is written with reference to 
the parts of the record system outlined in the previous section 
of the report. Each part of this section contains: 
(i) a sample of the appropriate nursing record; 
(ii) a description of the classifications for the 
analysis of information; 
(iii) a list of the classifications and their codes; 
a form to assist in the classification of 
information; 
instructions on the use of the classifications 
(with reference to each part of the record 
system). 
Additionally, a form to assist in the presentation of 
findings is included, and a summary of the pilot work carried 




The Self-Care concept of nursing forms the basis for 
assessment of the needs for nursing care. A standard format 
reflecting the Self-Care framework is presented* and a 
description of the information desired under each heading is 
provided. Each item of information on the assessment format has 
been given a number which corresponds with the items on form 
number 1. Form number 1 may be used in the analysis of 
assessment information from the records of up to ten patients. 
Procedure 
Using form number 1 and the description of the information 
desired under each heading, the content of the nursing 
assessment is analysed within the following coding framework: 
Appropriate Information - information which is relevant to the 
category within the assessment framework is provided. 
Inappropriate Information - there is information noted within 
an assessment category which does not fit the category. 
No Information - there is no information documented within the 
category. 
Other - this category would apply where there is doubt, for 
example, about the appropriateness of information. 
Thus, all items pertaining to the nursing assessment are 
coded as follows: 
The assessment format was derived from a document originally 
prepared for use in the WHO (Euro) Multinational Study of 
Needs for Nursing Care. 
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Appropriate Information -1 
Inappropriate Information - 
No Information -3 
Other - 
The assessment information may be written on an 
unstructured document such as the Kardex. Pilot work on the 
record review system (described in Appendix 3) has demonstrated 
the usefulness of the framework for analysis of information 
even where this is presented in an unstructured form. 
The percentage completeness is calculated using the number 
of items of information and the coding categories. For example, 
there are 58 items of information which may be included in the 
record; if 20 items are coded 1,20 items are coded 2, and 18 
items are coded 3, then the findings are presented thus: 
Appropriate Information = 34.5% 
Inappropriate Information = 34.5% 
No Information = 31.0% 
(A format to assist in the presentation of information has been 
designed and is included as Appendix 2). 
The obvious comment which might be made in relation to the 
above example relates to the adequacy of available information 
for care planning. Where information is not available care is 
planned on assumption. 
Guidance for drawing conclusions from the findings is 
provided in the list of reasons for record-keeping given by 
Prophit 
16 
and included earlier in this report. 
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STRUCTURED FORMAT FOR NURSING ASSESSMENT 
Ward/Health Centre: Unit Number 
Section A: IdentifYing Characteristics 
Name of hospital/health centre 
Patient's surname (state: Mr: Mrs: Miss) 
First Name(s) Prefers to be called 
Male/Female Age: years 
Date of birth: Day Month Year 
Religion 
Address 
Temporary Address (where relevant) 
G. P. 's name Address 
Telephone Number 
Next of kin (relationship) 
Address 
Telephone Number 




Reason for contact with care services 
Date of admission/first contact 
Date of initial assessment 
Information obtained from: 
Patient Other (please state) 
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Section B: Responses to Illness/Injury/Disability 
1. Relevant Medical Information 
2. Previous hospital admission/contact with 
community/outpatient services 






Residual feelings and expectations 
3. Initial impression this admission/contact (physical, 
psychological, social) 
4. Patient's knowledge and expectations related to: 
- State of health 
- Nursing Care 
- Hospitalisation 
- Treatment 
- Medication (existing medical or self-prescribed) 
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Section C: Self-Care in Daily Living 
1. Observations/information related to: 
Breathing: Rate Rhythm 
Other: 
Circulation: Pulse Rate Rhythm Blood Pressure 
I 
__j 
I ýR II 
__j 
Other 
Colour: skin, lips, nail beds, extremities 
Body temperature: 
2. Usual pattern concerning: 
2.1 Daily fluid intake (include - information on likes, 
dislikes, assistance required) 
Oral ml/cc (approx. ) 
Other routes ml/cc (please state) 
2.2 Intake of food/nutrients (type of food, time,. 
regularity, appetite, likes, dislikes, assistance 
required) 
Special diet Why? 
Condition of mouth (describe tongue, palate, gums) 
Teeth: Natural, denture, dental health habits 
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2.3 Elimination (continence, frequency, timing, colour, 
amount, regularity, discomfort, aids needed) 
Urination 
Defaecation 
Sweating or other fluid loss 
2.4 Observations related to: 
Condition of skin, nails, hair: 
Indicate and describe areas of significance: 
)k 
FRONT BACK 
Patterns of hygiene: bath, shower, hair, nails, help 
needed 
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2.5 Activity/Rest: (patterns of behaviour which use and 
conserve energy - includes recreational practices) 
2.6 Personal characteristics 
Sleep patterns: bedtime routine, aids to sleep 
Best/Worst times of the day (patterns of fatigue and 
alertness) 
Body image, self-esteem 
Actual/desired areas of independence autonomy 
2.7 Allergies - sensitivities 
3. Social Interaction: 
3.1 Communication (sight, sound, speech, body language) 
3.2 Family, significant others (relationships and 
responsibilities) 
Desire to be with others (seeks/rejects company) 
332 
3.3 Sexuality: information about marital status, 
relationships, family planning, menstruation, 
preservation of sexual identity, and any other 
relevant information 
3.4 Occupation and living accommodation: ways in which 
these affect or are affected by current health state 
and health care. 
Community resources: ways in which these affect 
daily living activities in current health state. 
Section D: Growth and Development 
Note any major events in life, factors influencing growth 
and development: how the patient copes with them, who, or 
what helps (culture, religion, beliefs, values) 
Initial assessment completed on ................ 
Completed by ................................... 
Grade ........................................... 
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DESCRIPTION OF THE SELF-CARE FRAMEWORK FOR NURSING 
IDENTIFYING CHARACTERISTICS 
Description of Categories 
1. Ward/Health Centre 
The location of the patient in the health system. 
2. Unit Number 
The identifying number given to the patient in the 
respective location in the health system. 
3. Patient's surname 
The name by which the patient is known. 
4. First Name 
The given name of the patient. 
5. Prefers to be called 
The preferred mode of address, e. g. formal address such as 
Mr., Mrs., etc., first name, nickname. 
Sex 
Whether male or female. 
7. Age 
Given in years if the patient is more than 2 years of age. 
Otherwise age given in months. 
8. Date of Birth 
The day, month and year of birth. 
Religion 
Attachment to religious denomination, e. g. Roman Catholic, 
Protestant, Muslim, Jew, etc. 
10. Address 
The usual home address of the patient. 
Temporary Address 
A short-term location which is different from the home 
address. 
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12. General Practitioner's Name 
The name of the medical practitioner responsible for the 
continuing care of the patient. 
13. General Practitioner's Address 
The professional address of the medical practitioner 
responsible for the continuing care of the patient. 
14. Telephone Number 
The telephone number 
medical practitioner 
of the patient. 
15. Next of kin 
of the professional address of the 
responsible for the continuing care 
The name of the person who should be f irst contacted in 
the event of emergency or other relevant matters. 
16. Address (of next of kin) 
The usual home address of the person named as next of kin. 
17. Telephone Number (of next of kin) 
The telephone number(s) at which the person named as next 
of kin may be contacted throughout any 24-hour period. 
18. Other Meaningful Contact (Relationship) 
A person named by the patient, or the patient Is relative, 
who may be contacted when necessary in the absence of the 
person named as next of kin. 
19. Address 
The usual home address of the person named as a meaningful 
contact. 
20. Telephone Number 
The telephone number(s) at which the person named as a 
meaningful contact is located throughout any 24-hour 
period. 
21. Medical Diagnosis(es) 
The name(s) given to the disorder(s) from which the 
patient is (or is thought to be) suffering. 
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22. Reason for Contact with Care Services 
The patient's description of what events prompted him/her 
to seek the assistance of health professionals. This may 
be, for example, a description of how the medical 
diagnosis is affecting the person's life-style. 
23. Date of Admission/First Contact 
The day, month and year of admission to hospital or 
contact with community nursing services. 
24. Date of Initial Assessment 
The day, month and year on which a nursing assessment, 
upon which care is first planned, is made. 
25. Sources of Information 
The persons from whom information pertaining to the 
patient's health status is first obtained. These sources 
should, where possible, include the patient. Other sources 
might be: family, friends, home-help, neighbours. 
Health Deviation 
26. Responses to Illness/Injury/Disability 
Relevant medical information. 
Information about previous medical history, gleaned from 
medical notes, physicians and the patient. 
27. Previous hospital admission/contact wl: th community/ 
outpatient services 
The year(s) of admission/contact and the reason(s) for the 
admission/contact. 
28. Residual Feelings and Expectations 
The patient's expression of his/her experience(s) with the 
health services and what he/she expected as a consequence 
of admission/contact. 
29. Initial Impression this Admission/Contact 
The nurse's subjective view of the person from a physical, 
psychological and social perspective. 
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30. Patient's Knowledge and Expectations Related to State 
of Health 
The patient's description of his current health state and 
what he/she expects as the end-result of the illness/ 
injury/disability. This- description is the meaning which 
the patient attaches to the signs and symptoms of the 
illness. Descriptions of expected outcomes of the illness 
might be, for example, maintenance of the status quo, 
permanent disability, cure, rehabilitation, to live/ 
function with some degree of ease and personal 
satisfaction during a terminal illness. 
31. Patient's Knowledge and Expectations About Nursing Care 
The patient's description of what he feels he can do for 
himself and what he expects the nurse(s) to do for him. 
The patient's description will give clues regarding the 
type of relationship he expects to develop with the 
nurses, for example, whether he/she wishes to be directed 
or to establish a partnership in care. The description 
given provides insights about conditions which may 
militate against co-operation, e. g. attitudes, practices, 
culture, religious practices, social status, social 
deviance. 
32. Patient's Knowledge and Expectations about 
Hospitalisation/Community Care 
The patient's description of what he expects about the 
length of time he may be hospitalised or in contact with 
the district nurse; expectations about various periods of 
the experience, e. g. pre-, post-operative care; 
availability of certain types of help such as social work, 
physiotherapy. The patient's perception of the health team 
and how activities are co-ordinated. 
33. Patient's Knowledge and Expectations About Treatment 
Patient's description of prescribed courses of action - 
what, when, why, and what the outcome of treatment/action 
will be. This may give information about the conditions 
and circumstances which the patient expects to face, for 
example, pain, effects on life-style. 
34. Patient's Knowledge and Expectations About Medication 
Patient's description of the drugs (all routes) medically 
or self-prescribed which he takes. This information might 
include, for example, the names of the drugs, a 
description by colour, size, etc., a description of the 
drugs in terms of drug action. Information about drugs 
brought into hospital. Feelings about taking drugs. 
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Self-Care in Daily Living 
35. Breathing 
Observations and information related to respiratory rate 
and rhythm; aids to breathing such as body positioning, 
inhalants; activities affecting breathing; cough; sputum; 
smoking habits; effect of environment. Habits related to 
breathing, for example, exercise. Patient's knowledge of 
activity of breathing and influences on this. 
36. Circulation 
Observations and information related to pulse rate, 
rhythm, blood pressure. Colour of skin, lips, nail beds, 
extremities. Evidence of oedema - face, sacrum, lower 
limbs. Temperature. 
37. Daily Fluid Intake 
Information on preferred fluids, usual daily volume 
intake, assistance required (physical and/or aids), intake 
by other routes, e. g. gastrostomy. 
38. Intake of Food/Nutrients 
Information on type of food preferred, usual times for 
eating, appetite, assistance required (physical and/or 
aids), special diet and reasons for diet. 
39. Condition of Mouth and Teeth 
Description of tongue, palate and gums. Information about 
dentition - natural teeth, dentures, dental health habits, 




Information on usual pattern of urinary elimination, e. g. 
frequency, timing, colour, amount, discomfort, aids 
needed, continence. 
41. Defaecation 
Information on usual pattern of faecal elimination, e. g. 
frequency, timing, consistency, discomfort, 
foods/situation altering usual pattern, aids needed (e. g. 
bran, aperients, toilet aids), continence. 
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42. Other Fluid Loss 
Information pertaining to discharges, e. g. 
ostomies. Excessive sweating. 
43. Skin/Nails/Hair 
from sinus, 
Observations and information related to skin/nail/hairs. 
For example: skin colour, bruising, scars, dry, moist, 
blemishes, interruptions in skin integrity, patterns of 
hygiene, help needed, allergies. 
Nails - texture, shape, cleanliness, any abnormalities 
such as absence of nails. 
Hair - type of hair, e. g. fine, strong. Whether dry, 
greasy, dull, shiny. Dandruff, pediculi. Usual hair 
washing routine, aids needed. 
44. Activity/Rest 
Information about person's ability to dress/undress, get 
in/out of chair and bath. Ability to climb stairs. Degree 
of independence related to forms of transport. Information 
about ability to carry out household chores. Behaviours 
related to pleasurable physical activities, e. g. sport, 
dancing. Usual recreational practices including ways to 
relax. 
Personal Characteristics 
45. Sleep Patterns 
Information on bedtime routine, aids to sleep, e. g. drugs, 
hot drinks, reading, number of pillows, type of bed 
clothes and night clothes. 
46. Biological Rhythms 
Information about body rhythms, for example, patterns of 
fatigue and alertness, how the person is affected by 
weather, menstrual cycle (e. g. stress), mood adaptation. 
47. Autonomy, Independence, Self-Concept 
Information about body image (how the person perceives 
himself in relation to sensation, function, appearance, 
reactions of people to him). Attitudes, beliefs about 
self. Degree of dependence on others. Whether or not the 
person is self-directing. 
48. Pain, Changes in Sensation 
Location and intensity, duration. Descriptions 











Information about sight, sound, speech, body language 
(e. g. posture, gestures, facial expression). 
Family, Significant Others 
Information about relationships and responsibilities 
related to family, friends, other dependents, even family 
pets. Whether or not the person seeks or rejects company. 
Sexuality 
Information about marital status, relationships, family 
planning, menstruation, preservation of sexual identity, 
for example, the need to look masculine or feminine, the 
need to adopt a social role which expresses masculinity 
(head of the family, the breadwinner), or femininity 
(undertaking shopping, home-making). 
Occupation, Finance 
Information about the type 
financial reward. Enjoyment of 
e. g. in the home or voluntary 
financial concerns. 
of work undertaken for 
work. Other employment, 
r work. Information about 
Living Accommodation 
Information about home environment. For example, 
description of house in relation to size, stairs (internal 
and external)', heating, cooking, number of occupants, 
bathroom facilities. Whether or not the person considers 
these appropriate or if the home environment is believed 
to have an adverse effect on health. 
Community Resources 
Information about home-helps, voluntary services, social 
services, attendance at community centres, etc. 
55. Other 
Information which does not fit in any of the above 
categories. 
Developmental Self-Care Requisites 
56. Major Life Changes 
Changes in e. g. social status, living conditions, abrupt 
change of residence to unfamiliar environment. Loss of 
relatives or friends, terminal illness, educational 
deprivation, poor health or disability. The ways in which 
the above influence health. 
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57. Culture, Religion, Beliefs, Values 
Customs and practices, which may be different from the 
social norm, which have an effect (positive or negative) 
on health. Particular aspects of life-style which are 
valued, or set of values held and reflected in life-style, 
having a positive or negative effect on health. 
58. Growth and Development 
Information pertaining to the developmental stages of 
life, e. g. infancy, developmental stages of childhood, 
adolescence, developmental stages of adulthood, pregnancy. 
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ANALYSIS OF ASSESSMENT INFORMATION 
Form Number 1 
Assessment Categories Unit Numbers of Records 
Identifying Characteristics 
1. Ward/Health Centre 
2. Unit Number 
3. Patient's Surname 
4. First Name 
5. Prefers to be called 
6. Sex 
7. Age 
8. Date of Birth 
9. Religion 
10. Address 
11. Temporary Address 
12. G. P. 's Name 
13. G. P. 's Address 
L4. G. P. 1s Telephone Number 
L5. Next of Kin 
L6. Address (next of kin) 
L7. Telephone number (next of kin) 
L8. Other Meaningful Contact 
L9. Address of 'other' contact 
ýO. Telephone number of 'other' 
contact 
ý1. Medical Diagnosis(es) 
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Assessment Categories Unit Numbers of Records 
22. Reason for contact with 
Care Services 
23. Date of Admission/First 
Contact 
24. Date of Initial Assessment 
25. Sources of Information 
Health Deviation Self-Care Requisites 
26. Response to Illness/Injury/ 
Disability 
27. Previous Admissions/Contacts 
28. Residual Feelings and 
Expectations 
29. Initial Impression 
30. Knowledge/Expectations of Health 
31. Knowledge/Expectations about 
Nursing Care 
32. Knowledge/Expectations about 
Hospital/Community Care 
33. Knowledge/Expectations about 
Treatment 
34. Knowledge/Expectations about 
Medication 
3elf-Care in Daily Living 
35. Breathing 
36. Circulation 
37. Daily Fluid Intake 
38. Intake of Food/Nutrients 
39. Condition of Mouth and Teeth 
10. Urination 
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Assessment Categories I Unit Numbers of Records 
41. Defaecation 
42. Other Fluid Loss 
43. Skin/Nails/Hair 
44. Activity/Rest 
45. Sleep Patterns 
46. Biological Rhythms 
47. Autonomy, Independence, 
Self-Concept 
48. Pain, Changes in Sensation 
49. Communication 
50. Family, Significant Others 
51. Sexuality 
52. Occupation, Finance 
53. Living Accommodation 
54. Community Resources 
)5. Other 
)evelopmental Self-Care Requisites 
56. Major Life Changes 
57. Culture, Religion, Beliefs 
Values 





Nursing problems describe the effect which a particular 
disease, disability, or injury has had on a person's ability to 
care for himself. The Self-Care framework for nursing provides 
a means of categorising these problems. A description of the 
categories was presented in the assessment part of this 
section. A list of the categories and their respective code 
numbers is included here. 
Objectives are stated in terms of the behaviour expected from 
the patient in relation to a problem, and as a consequence of 
nursing intervention. Maslow's hierarchy of needs is used to 
categorise the objectives. A description of the categories is 
presented. The categories are also listed with their respective 
code numbers. 
Outcomes refer to the actual state of the patient in relation 
to a specified problem and objective. The outcome is the actual 
response to care given. The coding framework for outcomes is 
based in levels of success in achieving objectives. The coding 
categories are described and again listed with their respective 
code numbers. 
Procedure 
Form number 2 corresponds with Form A in the record 
system. In practice, the entry of dates and problem numbers is 
important for evaluation, for legal reasons, and learning 
purposes. Columns 1,2,5 and 6 (of Form 2) require only a 
yes/no response as described in the coding list. Columns 3, 
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and 7 (of Form 2) are coded using the coding framework 
described. 
The percentage completeness is calculated by taking the 
number of problems stated as the common denominator. Separate 
comparisons are then made between the number of problems stated 
and the number of entries in columns 1,2,4,5,6 and 7 (of 
Form 2). For example, if five problems are stated and only 
three objectives are written the percentage completeness 
between problems identified and objectives stated will be 60%. 
The information may be summarised using the form provided at 
Appendix 2. The list of the reasons for records (earlier in 
this report) provides guidance for drawing conclusions from 
f indings. 
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NURSING RECORD SYSTEM - FORM A 




N. B. ALL ENTRIES MUST BE SIGNED 
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DESCRIPTION OF CODING CATEGORIES FOR OUTCOMES 
1. 
exceeds the planned result. 
2 
3 
TOTALLY MET - the end result is consistent with or 
PARTIALLY MET - some progress towards the planned result 
has been made, but the objective is not 
fully met. 
NOT MET - there has been no progress towards the 
planned outcome. 
4. UNCODABLE - the written statement is ambiguous and 
cannot be placed in any of the above 
categories. 
5. NOT STATED - there is no written statement of 
outcome. 
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DESCRIPTION OF CODING CATEGORIES FOR OBJECTIVES 
1. PHYSIOLOGICAL 
Objectives which are directed towards meeting the need for 
relief from hunger, thirst, pain, physiological imbalances, 
need for sleep, etc. 
2. SAFETY 
Objectives directed towards meeting the need for security, 
protection, freedom from danger, need for order, need for 
predictable future. 
3. LOVE AND BELONGING 
Objectives directed towards meeting the need for friends, 
companions, family, identification with a social group, 
intimacy with a member of the opposite sex. 
SELF-ESTEEM 
Objectives directed towards the need for respect, confidence 
based on the approval of others, admiration, self-confidence, 
self-worth, self-acceptance. 
5. SELF-ACTUALIZATION 
Objectives directed towards the need to fulfil one's potential, 
to do what one is best suited for, to grow through the 
discovery of truth, creation of beauty, production of order , 
promotion of justice. 
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CODING - PROBLEMS/OBJECTIVES/OUTCOMES 
Column No. Item Code 
Date Problem Identified 
Yes A date is stated in the 
appropriate column 
No No date is entered 2 
2 Problem Number 
Yes The problem has been numbered 1 
No The problem has not been numbered 2 
3 Categorisation of Problems 
Knowledge/Expectations about Health 1 
Knowledge/Expectations about Nursing Care 2 
Knowledge/Expectations about Hospital/ 
Community Care 3 
Knowledge/Expectations about Treatment 4 
Knowledge/Expectations about Medication 5 
Breathing 6 
Circulation 7 
Fluid Intake 8 
Food and Nutrients 9 
Mouth 10 
Urination 11 
Other Fluid Loss 12 
Defaecation 13 
Condition of Skin/Hair/Nails 14 
Hygiene 15 
Sleep and Rest 16 
Daily Living Activities, Recreation, 
Body Movement 17 
Biological Rhythms 18 
Autonomy, Independence, Self-Concept 19 
Pain and Changes in Sensation 20 
Communication 21 
Family, members of household, friends 22 
Sexuality 23 
Occupation, Finance, Employment 24 
Community Resources, Housing 25 
Major Life Changes 26 
Culture, Religion, Beliefs, Values 27 




Column No. Item Code 
4 Categorisation of Objectives 
Physiological 
Safety 





5 Planned Review Date 
Yes 
No 
6 Actual Review Date 
Yes 
No 
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RECORD OF CARE PRESCRIBED 
Introduction 
The nursing interventions which are planned to meet the 
objectives are categorised within the Self-Care framework. The 
categories are described and again listed with their respective 
codes. As with the statements of problems, objectives and 
outcomes, the record of prescribed care must have dates and 
signatures for evaluation and for legal purposes. Problem 
numbers are entered for learning purposes, and clarity and 
legibility are essential for safety and for legal reasons. 
Procedure 
Form 4 corresponds with the nursing orders form B of the 
record system. Column 7 of form number 4 is coded in accordance 
with coding framework for interventions. The remaining columns 
need-only a yes/no response. 
The information may be summarised using the form provided 
as Appendix 2. The list of reasons for records (given earlier 
in this report) gives guidance on the interpretation of 
f indings. 
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NURSING RECORD SYSTEM - FORM B 


















DESCRIPTION OF CODING CATEGORIES FOR INTERVENTIONS 
(NURSING ORDERS) 
1. DOINGACTING FOR 
Specific actions undertaken by the nurse on behalf of the 
patient. These actions may be those the patient would normally 
undertake for himself, e. g. washing, shaving, feeding, 
cleansing after toileting, or they may be activities associated 
with medical treatment. This category of actions generally 
applies in the case of acutely ill, mentally or physically 
handicapped, those with diminished responsibility. 
2. GUIDING ANOTHER 
The activities undertaken by nurses within this category are 
focused on the need to help patients make choices, or pursue a 
course of action. The help given by the nurse in this context 
would be, for example, instruction, discussion (e. g. about the 
merits and demerits of alternative courses of action), 
direction, supervision. 
3. PROVIDING PHYSICAL SUPPORT 
This category is intended for those situations where the 
patient is able to perform some, but not all, of the actions 
required to fulfil a particular function, e. g. maintaining body 
hygiene, dressing, walking. 
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PROVIDING PSYCHOLOGICAL SUPPORT 
The help given by the nurse in situations where the patient is 
experiencing, e. g. fear, anxiety, despair, loss of confidence. 
In these situations, the help given might be, e. g. 
encouragement and assurance. 
5. PROVIDING AN ENVIRONMENT TO PROMOTE DEVELOPMENT 
The help given within this category is concerned with providing 
opportunities for the creative use of abilities; helping to 
change attitudes; establish new values; helping a person to see 
and accept himself in a more positive way. 
6. TEACHING 
This category applies where patients require to gain new 
knowledge and/or acquire new skills. For example, the newly 
diagnosed diabetic, the person who needs to be able to manage a 
prosthesis. The help given by the nurse would therefore be in 
terms of instruction, demonstration, explanation, description, 
etc. 
The categorisation of nursing interventions (orders) may be 
further assisted by consideration of whether the patient's role 
is of a passive or active nature. 
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CODING - RECORD OF CARE PRESCRIBED 
Column No. Item Code 
Date Ordered 
Yes -a date is entered in the appropriate 
column 
No - no date is entered 2 
2. Date Discontinued 
Yes -a date is entered in the appropriate 
column -1 
No - no date is entered 2 
3. Problem Number 
Yes a number is entered in the appropriate 
column 1 
No no number is entered 2 
4. Clarity 
Yes the order is unambiguously stated 1 
No the intention of the order is unclear 2 
5. Legibility 
Yes the order is easily read 1 
No the entry is illegible 2 
6. Order Number 
Yes an-order number has been given 1 
No no order number has been given 2 
7. Nursing Interventions 
Doing/Acting For 1 
Guiding Another 2 
Providing Physical Support 3 
Providing Psychological Support 4 
Providing an Environment to Support Growth 
and Development 5 
Teaching 6 
8. Signature on Order 
Yes the order is signed 1 
No the order is not signed 2 
9. Signature on Discontinuing Order 
Yes the cancelled order is signed 1 












































RECORD OF CARE GIVEN 
Introduction 
To emphasise the role of records in evaluation, to raise 
issues of accountability, and to alert nurses to the legal 
significance of records it seems expedient to build into a 
review system, a method of calculating discrepancies between 
care planned and actually carried out. 
Some nursing orders are daily prescriptions, others are 
more frequent, and some are written in a manner in which the 
nurses must judge whether or not an action is necessary. Orders 
which are time-targeted (e. g. daily, 4 hourly, etc. ) should be 
the focus of the review of care given. 
Procedure 
Using Form 5, and with reference to Form B of the record 
system, calculate the number of times an order should have been 
carried out. This calculation is taken from the date on which 
the order was made and the date on which the order was 
discontinued. Using the record of care given (Form C) calculate 
the number of times the order was carried out. Enter the 
figures on Form 5 and calculate and enter the percentage 
completeness. Column number 1 on Form 5 requires a yes/no 
response. Thus: 
Yes =a problem number is stated 
No =a problem number is not stated. 
The information may be summarised using the form included as 
Appendix 2. 
The list of reasons for records (given earlier in this 
report) gives guidance for interpretation of findings. 
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NURSING RECORD SYSTEM 
FORIM C 
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REVIEW OF NURSING RECORDS - FORM NUMBER 5 
COMPLETENESS OF RECORDS: NURSING CARE PLANNED AND CARRIED OUT 
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NURSING NOTES 
No objective framework for evaluating the content of 
nursing notes is included in the review system. As previously 
indicated, the information contained in the nursing notes 
should be relevant for on-going care. Thus, basket terms such 
as "up to sit", "slept well", and "nil of note" should be 
questioned with regard to relevance for care. 
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NURSING RECORD SYSTEM - FORM D 




N. B. ALL ENTRIES MUST BE DATED AND SIGNED 
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Appendix 1 
Summary of Orem's Concept of Self-Care 
Self-care is care given by oneself for oneself. Self-care 
is deliberate action which has its purpose, the meeting of 
individual requirements for effective living. Self7care is 
learned behaviour; its development is aided by intellectual 
curiosity, by instruction and supervision from others, and by 
experience in performing self-care measures. Orem's concept of 
self-care is grounded in the belief that self-maintenance and 
self-regulation are valued as first-line strategies for 
effective human functioning in society. 
Orem identifies eight categories of needs which form a 
common core of requirements for effective living. These 
categories, which are interrelated, are: air, water, food, 
elimination, activity and rest, solitude and social 
interaction, prevention of hazards, and the need for normality 
as this relates to social standards and personal potential. The 
individual's capacity for meeting the requirements for 
effective living is influenced by certain factors which are 
illustrated in Figure l.. 
Orem categorises certain of the influences on self-care 
ability and performance because they present particular 
challenges in relation to meeting the common requirements for 
effective living. The first category is created out of the 
life-cycle stages and life change events, which together 
comprise the developmental factors which may alter the 
requirements for effective living (Figure 2). 
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FIGURE 1: Influences on self-care ability and 
performance in relation to meeting 
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The second categorisation of influences on self-care is 
concerned with health state and, in particular, with deviations 
from health. Health deviations challenge existing self-care 
patterns, or demand the establishment of new self-care 
practices, in order to correct the imbalance between the need 
and the existing capacity of the individual to meet the need. 
Where there is a balance between the demand to attend to 
oneself and the ability to meet that demand, the person is 
capable of self-care (Figure 3a). Where the demand outweighs 
the ability to meet the demand, the person has a self-care 
deficit (Figure 3b) - The type of action required to meet the 
need will determine who should meet the need. When the 
self-care deficit is made good by a relative or guardian, then 
the care given is described as "dependent care". Examples of 
"dependent care" are: care provided by a mother for an infant; 
care provided by a family for an ageing relative. Where the 
deficit exceeds the capacity for self-care and dependent care, 
a nursing service is required. 
= Self-care 
D Demand 
A Ability to meet demand 
Self-care 
def icit 
FIGURE 3b FIGURE 3a 
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Nurses establish helping relationships with individuals 
who have a self-care deficit. The help which is given is 
directed toward the maintenance of life, recovery from disease 
or injury, or developing the ability to cope with the effects 
of disability. Orem identifies five helping methods: acting or 
doing for another; guiding another; supporting another 
(physically or psychologically); providing an environment which 
promotes personal development; and teaching another. 
The development of self-care actions, or the restoration 
of existing patterns of self-care, is often accomplished in 
stages. Different helping methods, or different combinations of 
helping methods will be necessary at different stages. The 
selection of appropriate helping methods is assisted by 
considering whether or not the person in need of help occupies 
an active or a passive role in relation to meeting the need. 
For example, the unconscious patient is unaware of his needs, 
cannot make judgements or decisions, and cannot act on his own 
behalf. In this situation, the nurse will fully compensate for 
the self-care deficits, and her actions will be "doing or 
acting for". 
Pursuing the example of the unconscious patient, when the 
patient regains consciousness, he may be able to make 
judgements and decisions and to carry out some actions toward 
meeting his needs. In this situation the nurse may, for 
example, adjust the environment to facilitate self-care, and 
carry out the actions which the person cannot yet accomplish on 
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his own behalf. In this situation, the nurse partially 
compensates for the patient's deficit. 
Finally, the person may have the necessary skills to meet 
his requirements, but may be in need of psychological support. 
The nurse then occupies a supportive/educative role. 
Reference 




Summary of Findings 
Number of Records Reviewed - Ward/Unit/Health Centre(s) - 
Name of Nurse (where relevant) - 
Assessment 
Section A: Identifying Characteristics 
Percentage Completeness - 
Remarks 
Section B: Health Deviation 
Percentage Completeness - 
Remarks 
Section C: Self-Care in Daily Living 
Percentage Completeness - 
Remarks 
Section D: Growth and Development 
Percentage Completeness - 
Remarks 
Problems/Objectives/Outcomes 














































Summary of the Pilot Work on the Record Review System 
Three nurses (two nursing officers and one charge nurse) 
formed a record review group. All three nurses were familiar 
with the systematic method of nursing. Only one member of the 
group was familiar with the Self-Care concept of nursing. 
The proposed 
-coding 
framework and the description of the 
method of analysing the records were circulated to the group 
members two weeks before the work commenced. The group met on 
four separate occasions when a nursing record (selected at 
random) was analysed using the framework and method outlined. A 
standard assessment format was used on one occasion. At other 
times, the records were in narrative form. 
There was never less than 80% agreement within the group 
concerning the coding of the content of the nursing records. 
The only adjustment which had to be made was in relation to the 
guidelines for coding of the nursing interventions (orders) 
when differentiation between the coding categories required 
consideration of whether the patient occupied a passive or 
active role in relation to the care provided. 
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APPENDIX 6 
Suggested Format for Reporting on the Work 
of the Self-Help Groups of Nurses 
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SUGGESTED FORMAT FOR REPORTING ON THE WORK 
OF THE SELF-HELP GROUPS OF NURSES 
Suggested frequency of reports: quarterly, in June, September, 
December, March. 
Suggested length of reports: maximum 500 words. 
Suggested outline: 
(a) Identification of the group: location. 
(b) Frequency of meetings within the three month period. 
(c) Numbers (by grade) attending each meeting. 
(d) Summary of subject matter discussed within the three month 
period, for example: 
- progress in introducing 
clinical areas; 
the systematic method to 
- teaching/programmes/methods 
systematic method; 
used . to introduce the 
- learning needs identified (including method of 
identifying needs); 
- comments on the level of patient participation in care 
planning; 
- documentation of nursing: what, why, where, when; 
- organisational changes: methods used to organise the 
workload for the provision of individualised care; 
- use of resource persons (internal and external); 
- topics of discussion related to the practice of 
nursing; 
- local studies in nursing care; 
- projected developments (plans for the succeeding 3 
months). 




Publication Arising Out of the Study 
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Modvle for Ntiriiig 
Edilf'd by 13 K(-I'Il. I%V alld I Salvage 
rc'1986 jolm Wi1c), & Som, I. W. 
2 
Exploring the Issues 
ELIZABETH FARMER 
Unprecedented social, scientific and teclmological changes have increased the 
complexity (A caring and biought fiesh challenges to those repomible for 1he 
provisim of health care. Escalating costsand unceitain otitcome,, o(health services 
have prompted calls for ways of identifying needsand o(determitling flow needs 
ame best met. These conceriv; are set against a background of growing dOLIbtS 
about the wisdom of trying to develop services based on the highly abstract 
concepts of lie, 11111 aild fired.;, and increasing criticism of the tendency to 
eiwompass all pioblems under the umbrella of 'health'. 
Amid the coWroversy about 1he loles'and 'goals'of health services the practice 
of nur, "ing 11,15 been looked at critically, restilling in claims that nursing practice 
is based on inade(juale problem definition, subjective recall of evidence and 
unsophisticated generalising. Oiie response to the critics has been to intensify 
the development of models for nursing withiii which to identify more concrete, 
realistic goal!; for practice. 
I lislorically the practice of nursing has taken place within a, modified medical 
model which has a disease/treatment orientation. NUrsing curricula and the 
patlerns of organising and managing nursing resources have evolved from this 
model. Most of the nursing models which have been constructed as alternatives 
to the disease/Irealment approach have been founded on 'hurnall needs' 
perspectives, (for example, Roy & Riehl 1974, and King 1971). Others have taken 
a Aim. tional, approach to the developmeW of models for nursing (for example 
the Scottish National Nursiiig and Midwifery Consultativý Committee, 1976; 
Roper, Logaii & lierney 1980). 
In line with this the advantages of a 5y,, Iemalic approach to nursing were 
increasingly being extolled. For example, 'it is 1hrough the systematicand scientific 
piocess, that Ille discipline will bý f6rther developed, practice will be improved 
7 
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and patients will bellefit, (WI 10 1981). 1 lie tIIIdCIlyiI)g 15SLIIIII)IiOll is 1hat 1hrough 
the use ofa Syslematic Inoblem-solving approach within a persoii-ceiihed model, 
imrsing practice is auctimlely hiformed, dynamic and objective rather 1han 
itiwilive or fradilion-hound. Nut-, ing caip is hased ma crificalanalysis o(palients' 
rv(juiwmvnI,, for (, (((, (-Iiv(, living, mid their abilily or o1herwise to meet these 
requitemews hidepeii(Initly, rather. thim oii speculation and assumplim. 
1he development amid use of person-cen(red models for mirsing and Of a 
systematic problem-solving method as the dynamic force which activates the 
model should emphasise flip iiece-, -, ary and inlimate relationship hoween imrqhig 
practice, research, eduumion and maiiagemeW. Un(orlunately this relalimiship 
has been obscured by misperceptions mid misinterpretations about the i0le and 
(MICtiOll of models and a systematic approach to mrshig. The comequences me 
bdefly described below. 
A systematic approach to nursing 
I lie literature oil file inirodm tion of a systenialic approach to nursing highlights 
an inlefactive and inletchangeable use of file ferms nursitig pro(ess; PfOble"I 
Solving; Scictifilic Mcillod; and file process of mirsing. For example, Martiner 
(1979) defines 1he nuising piocess as 'file applicalion of scientific pioblem-solving 
to ntirsing care'. McFarlane & Castledine (1982) refer to it as 'a systemalic method 
of deckion-making and planning nursing care, while Roper ef a/ describe file 
plocess of nulsing aq 'a process of ptoblem-solving in a rational and scientific 
mannei'. The Scoifish National Nurshig atid Midwifery Consultative Commiffee 
holds 111ill 'IlUrsing is a pio(ess , vith definable phases which take place in specific 
siftlationS w(ItOring I peater or lesser degice of independent judgement'. 
The variable use of terms has been misleading and has attracted criticism. Oti 
file other hand, it may be inteipiefedas part ofa process o(clatificalim of meaning 
as a conse(juenue of experience and in response to criticism. Certainly file ferm 
rmr5ing proces5 has led to the incorrect belief that file logical problem-solving 
appoach implicit in file femi is uni(lUe to nuising, rather flian being an adaptation 
from general use. 
1he more iecent pre(etence for file terms the proce. 5.5 of nursing and the 
sy5lenwfic method (milier indicates file deshe for clarity of meaning, and 
paiticularly to distingiiish betweeii file content and the melliod of titirsing. III 
response, Prophit (1980) among others has expressed the belief that file art and 
science of nursing have a symbiotic relalionship. As she noted, 'without file art 
there is no reason for the science, and without (lie science, there ate no data 
for the art' , Furthernime, the emphasis oil the method of nursing has, led to file 
incorporatim 
"I of 
file 'nursing process' in nursing curricula as an added extra rather 
thaii being central to nursing content. I hat this distinction between method and 
content has not beeri obvious "my be explained, in part, by file tendency to give 
subtle cities in definitions and other wrifings rather than to make explicit file 
es , senfial 
links. For example: '5cierilifir problem-solving' (Marriner 1979); 
'y5tvillafic Illeillod of 
deci5 /is ion mpking' (McFarlane & Castledine 1982); 
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'irmIcI)erident judgement' (SNNNiCC 1976). As Propilit noted, 'whether one speaks 
of building 5cience, problem-solving, nursing process, or research, file Illethod 
is conskteiit: widerlying the mrthwl is the proces. 5 of critical reflective thotight'. 
Critical thinking involve,.; file ability to recognise file -existence of problems and 
acceplance of file "Ced to slispelld judgemetif until evidence has been gathered 
to mifirm file prewnce and exact nature of file problem. In the process of crilical 
Ilihikitig, past expetience5iind existing knowledge guide file search for evidence 
in suppor(of assertions mid determine file value which is attached to file various 
types of evidence. 
Nursing developments - the need for ditedion 
A change in file framework for nursing and, within this, file adoption of a 
systematic approach to nursi ng- inipl icit in which is file process of critical 
reflective thought-is believed to giNva tiew 1wrspective to file problems in nursing 
(Walter ef a/ 1976), ultimately leading to in improvement in nursing care. It is 
as-stimed that this approach will unite practice, education, management and 
research in a joint effort to meet file chatiging needs for nursing care. New 
possibilities for solutimis to apparently insoluble problems are revealed when 
file problems, are viewed from a different standpoint. 1he hope, Ilierefore, must 
be for evolutionary and co-ordinated change rather than revolutionary and 
fragmewed change. As Waf7lawick el a/ (1974) noted, 'history offers all 
enihamassingly long list of revolutions whose end re-, ults were, by and laige, more 
of file same condition-; which file revolution had set out to overthrow and replace 
by a brave new world'. 
There is evidence of (his phenomenon in numerous report-, oil file apparently 
persistent problems in mirsing management mid education, in which issues Of 
Proles', 'goal-; ' and 'rewaids' me addre- qcfl without regard for file underlying 
awateness Iliat file 'jiircrs'of nursing do not fit together colierenfly ill file illedical 
model. Without a shared philosophy (()r nursing, there are likely to be fuither 
costly, piecemeal developments tesulting in fragmented services, guaranteed lo 
create division-, rather Ilian unity because there is im master plan into which 
they call all fit comfortably. Also, without a master plan it will not be possible 
to discriminate between 'good' and 'bad' plans, creating a risk that file baby will 
be 1hrown otit with file hath water. 
The directive to nui-ses to becomepatient-cenfred' has raised issues concerning 
file effective deployment of resources. Consequently 'fearn mirsing', 'patient 
allocalion' and 'ptimary nursing' have been proposed as way-; of providing 
individualised nursing care and of increasing job satisfaction while making more 
effective use of resources. I hough Ihe introdl-10011 of a systematic approach to 
IlUtSillg created , in awareness of file lived to improve, for example, communication 
and observation skills, there is little evidence to stiggest Ilia( questions wele 
simultaneously raised abom the foundations of nursing practice. Experimenting 
with methods of mallagilig nursing care without knowing what is to he man-aged 
is likely to pioduce confusion, discontent and rejection of potentially useful 
developmews. 
379 
10 hlo(lck foi Nuishig 
In recogililioll of tile 1IVCd fol' C01161111ily Of IlUr-; ing care and I'llerefore of IIIv 
impollance o(docurilellIatimi, much allentim has been giveii to file devt3lopnictit 
of witsing recoids , yslems. Un(orlunalely file structme of the nursing recoid Ims 
received mooeallenlion Ilmn its conlent. Tile possibilities for gallierhig information 
abow IIIII-qilig from 1mrses, recoids have hem hicreased through computer 
lechnology, Iml IIIv potential for developmew caimol be realked ývilhoul a 
utiifyitig (rammoik for nurshig within which appropriate questiotis may be posed 
and aii-, wem considered. 
Similarly, tile sy'OvIllatic documenlalion of nursing (implicit iii tile systematic 
approach to imrsing) revealed possibilifics (or measuring tile (IL1,11ify of nursing 
Cale. IIIew has been all upsmige of hilere5t in (Itiality assurivice programmes, 
notably Illose developed by Phanctif (1976) and I legyvary &I laussman (1975). 
Relaled Io this is file mik of tile Royal College of Nursing (1981) oil file definitim 
of standards, of nursing caw. 
All fliese I( tivitivs, have been consitaitied by the lack of agivemew oil what 
consfililles, good 1)(11sing caleand, most pailicularly mid fundamentally, oil how 
to choose a franiewoik for imrsing withill Which to addles's tile issues. h1cf-allaile 
(1976), among ollicts, Im-, noled that file differences betwevii tile (ramewmk-, 
offered inay he (oncemed mole widl emphasis 111,111 subsiance; Illere is Something 
to be gained from Ilic adoptimi of any of tile framewoiks because they de5cribe 
and hil-01111 nur"ing Illole accurately thaii file existing medical model. 
Leartihig from experictice 
Tobill M a/ 0979) aigued that 'file vffeoivellesý; of lltllqillg persolillel if) carlying 
out their assigned (hilics (1cpends oil file interdepetideiwe between file 
admillistralive alld ed(waliotial functions exercised by the imr-Ong oigaiii7alion. ' 
If Illelf, is no agicellicill (m %Vll, l is expected aild llow 'ývcll it is to be dolle, 'there 
can he lifile C11"Icollicill ill Ilw ideii1ificalifm of discrepaticies fliat inflicale leaming 
liceds or ill Ille '; tIbý"cqtlcIIt pr(q, 01,1111111ing liecessary 10 
develop file pelsolillel., 
Fol iitllr, (, edtictiloic" file (. 114illenge of palient-(entied mir,, iiig derives from 
about Ow m"flyq ill %Vlli( 11 kll()Wle(lg(, is pined and used, and, reldlive 
lo 111k, (lboul file mcIllods of 1(, Cllllillg. 
-1 llv ? ()I(, of expel iclice ill let-li ning (Knowles 1970) and ill molivalhig lowai(k 
conthming leaming (Copp 1975) has beell illcleasingly ellipliarised ill file 
oil edticalioll ill gencial, and ill nuising ill particular. I lere file aswilion 
flifil wmk and learning should lie inlegialed (Roper 1976) seems valid. Indced, 
file that Ow 'Illem)" and III 
' 
aclice of Ilulsing shotild be do-'ely linked was 
quppolled 1111migh file infloduction ill Scolland ()(, I modular system of edwalion 
Which aillis if) plovide leariling expericiwes which have sequence, conlinuily 
and tillily. I his devc1opillvill is essentially ofa structural rather thaii I suklanlive 
nature. I lie (ramework for musing focuses observations and helps to older 
m tion; if file experiences and illf-olm confew of [lie nursing ctirri(: Lfltllll ICIIIIillc, 
-it it is inapproptiate file saille Oll the face of asceltions Ili( ), ieshuffling file %voik 
expeliclu v-, will 1101 m, cess'll-ily make them more relevant or meanhigful. 
Ac( oldilig lo S( hocii (1979), lnuiseý who lie effe actilioners hivaiiably clive pr, 
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conlinue to learn on the joh, but too often this is incidental, rather 1han plarmed 
learning! Postbasic educalim in imrsing has, beeti fragmented and geared laigely 
to the acquisition of specialist -; kills in response to scientific mid tedmological 
developments. Iii the absence Of a LIIIifyiIIg framework for nursing within which 
to locate the focur, of new skills, and knowledge, postbasic courses will continue 
to produce specialist groups of nurses with ambiguous roles. 
Planned change in nursing 
C0111inUing or lifelong learning was viewed by Toffler (1970) as affording protection 
, against the adverse effects of change. I le held that 'by introd"(--'rig change, 
wherever possible, in 1he form of predictable rallier than erralic chaing of events, 
we (-,. in help provide elements of cotitinuily even in the midst of social upheaval. 
Change happens when one or more people perceive that a problem exists and 
that Change is desirable and pwWble. Ilie need to plan change mid flie role of 
education in effecting chatige is increasingly acknowledged, If it is accepted that 
adults are motivated to learn through encountering probienis in their immediate 
Situation, then the link between planned change and education becomes more 
appatent. It is, however, necessary to have a model wilhin which to idenfify the 
need (or change and to plan and evaluate [he change. Action research is regarded 
as the vehicle for change (Chin & Benne 1976). There is also increasing support 
for flie role ol'action tesearch in promoting (lie growth and development o(nursing 
knowledge. 
Building knowledge through practice 
Accoi-ding to Chinn & Jacobs (1978), 'what has riot beeii accomplished ill most 
thitiking mid problem solving is file crilical atialysis of ideas, their systemalic 
organisation into relalional statements atid their validatim ill empirical reality'. 
It has been qtiggesfed that mirse practitioners hold a key position ill knowledge- 
building and lesting propositions (Shr6ck 1981), yet practising riurses appear to 
have difficulty ill seeing themselves as researchers. Basic nurse edticatioti (foes 
riot Inomole or develop critical thinking, which is one of file common links 
between nut-sing practice, research, educatioti and matiagemetit. Moueover the 
types of problem which designated mirse researcher-; have so far c1losell to 
imestigate, and file sophisficaled methods used to study particular problems, 
create all imples0on of leseauch is all difist activity. Fimilly, some rewar( h 
findings have no illimediate useftililess, or have tentious links with practice. 
The divide between reseal( h mid practice cotild he riarrowed through file ti,, p 
of mode1c, for nursitig as a meatis of identifying and addressing moic concreft, 
and immediate ntw; ing problems. Ntirses might also have less difficully accepling 
reseatch a5 pall of their role if action research were promoled and attempts, made 
to emphasise tile SimilaHlies betweeii actim research and file systemalic problem- 
5olving approach which is flip piocess Ima of ruirsing. Isaac & Michael (1971) 
have stated 111,11 the pulpose of actim research is to develop riew skills or new 
iljlpfoacllvý,, and to solve problems with direct application to file classroom or 
working world seititig. Table-2.1 eompares file steps ill action research and a 
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systernatic problem-solving method. one of their common properties is critical 
reflective thought. Another is that they are both dynamic processes operating 
feedback mechanisms, in response to the ongoing situation. 
Table 2.1 
Steps in Action Rescardy I Systematic Problem-Solving Alediod 
I Define the problem I Recognition of the problern 
2 Review the literattire (to specify 2 Collect information (to 5pecify 
precisely the problem and guide precisely the ptoblern and guide 
invest i gat ion) care planning) 
3 Set objectives 3 Set objectives (within which are 
the evaluation criteria) 
4 Select apptoiches and procedures 4 Consider possible solutions to 
to meet objectives the probler" 
5 Establish evaluation criteria 5 Select appropriate solution 
6 Analyse the dala and evaluate the 6 Carry out the plan 
outcomes 
7 Evaluate the outcomes 
Action research call be used by nurses to guide, correct arid evaluate decisions 
arid actions concerned with resolving problerns. Ilie information gathered in 
particular situalimis caii he used to guide actions in similar situations in the future. 
In this regard action research has knowledge-building potential; a-, well as being 
of practical use in file immediate sense, it has value as ail exploratory tool for 
highlighting areas requiring mote study. 
Parallels call be drawn between the knowledge-bui Idi rig potential of action 
research and file possibilities of development through file documentation of 
nursing implicit in tile nursing process. Ilie documentation of care ail(] tile 
evaluation of oulcomes gives nurses, opportunities to identify their own learning 
needs. Self-motivated learning would be in expected outcome of tile critical 
analysis of nursing care planning. Similarly, the exploration of nurses' values and 
their relationship to priorities for nursing care, arid file expected outcomes of 
care, is mote likely through file systeniatic provision arid evaluation of nursing 
care than with traditional lask-orienled, intuitive forms of nursing. 
Nursing practice, research, education and maiiagement are interdependent and 
are linked through file use of a systematic method within a model for nursing. 
I liese points are reinforced in tile practical example below, which is drawn from 
my experience of providing nursing services for the elderly. 
Using models for the provision of nursing services 
I he 19131 wporl on mirsilig lille 111allagement in Ilie Natimal Heallh Service states 
that 'middle "Imiagemem exists to facilitate [lie delivery of the mirsitig services. 
it-, tmique role lies iii appointhig appmpriately qualified staff, plaimirig continuing 
educatio", setthig and monitoring standards, and hivolvement in all aspects 
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concerned with making the most effective use of resources'. Ille responsibility 
of file nurse manager for setting and monitoring standards requires the adoption 
of a model (or nursing which reflects the values underlying the provision of 
services. I firsclifeld (1981) hold-; that 'respect for persons is the ethical base for 
search of knowledge, arid provision of service-, for the elderly' ' If this view is supported, the model for nursing should reflect person-centredness. In addition 
to an appropriate model, a method of evaluating service provision will be 
necessary. 
Do"abedian (1966) advocated the use of a systematic method for evaluating 
medical care and stiggested that the factors influencing care might be classified 
as -5tructure, pr-oce5s, arid otitcome. Structure is concerned with environmental Cactors such as architecture; administrative arrangements; volume of work; 
manpower and goals of the organisation. Process refers to file skills, knowledge 
arid attitudes of the people working in (lie structure. Outcome is the conse(itience 
of file interaction of the structure and process elements. A systematic method, 
in the form of action research, is used in association with the chosen model (or 
nursing and the framework for evaluation to address file problems affecting the 
provision of nursing services. 
The problem I have chosen to illustrate the practical value of models concerns 
a persistent shortage of patients' underwear. On closer examination, three groups 
of factors contributed to the problem: The use of heat-sealed identification labels 
which became (1115tUck or shrivelled up during laundering causing file garments 
to fear; a directive favouring thermochernical treatment which meant all 
underwear was sent to other hospitals for laundering; a resulting shortage 
compounded by the failure to take into account (lie needs of patients as 
individuals when calculating requirements. 
I lie review of relevant literature was guided IN Orem's (1980) self-care concepts 
of nursing, and foctised partiCUlarly oil the provision of personal clothing set-vices 
for the elderly; melhods of identifying individual pal ictils' cloll iing, taking account 
of the need for comfort and dignily; and the arguments for and against 
therniochemical treatment of underwear. 
The objectives established following this review were that there should be 
adequate supplies of (inderwear to stO individual needs and preferences; file 
systein of lamidering shotild be bacteriologically safe; there shotild he no loss 
of garments through faults ill laundethig; the systenis of lat inderi rig and labelling 
should he cost-effective; and the system of labelling should be permanent, permit 
easy identification of personal clothing, and provide comfort for arid preserve 
the dignity of patient-;. The measures taken to meet the objectives are organised 
under file structure arid process components of the framework for evaluation. 
Structure 
0) An inventory of palients' personal clothing, including the items in 
(lie laundry system. 
0 i) Examining the cliahns concerning the usefulness of various types of 
labels. 
(iii) Exiiminitig Ilie practic'al a6d financial implications of laundering the 
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underwear in [lie hospital. 
Ov) Comparing the costs of labelling systems. 
Proce. 55 
(i) Monitoring incontinence levels. 
(i 0 Examining procedures for separating and despatching soiled 
garments to the laundry. 
(iii) Carrying otit baderiological monitoring of underwear in a trial in 
the personal clothing laundry. 
As a result, more garments were bought to meet individual needs. Reusable 
individual name tapes were introduced and arrangements were made for most 
underwear to be laundered in (lie hospital. So all file objectives were met. As 
well a-, file improvement in patient services, there were gains ill knowledge of 
the organisatioti and management of patient services and for the development 
of nursing. In particular, it was shown that there was a need to work towards a 
shared philosophy for care among file sfa(f groups, so that quality and cost- 
effectiveness might co-exist. Theie was justification for questioning disin(ectioii 
policies which could be counter-productive in some instances. In Illis way, nurse 
practilioners had all opportunity to contribute to policy-making. Finally, file 
problem of file underwear initiated a critical examination of nursing practices 
concerned with the management of incontinence. 
The ait" Of Illis essay was to create all awareness of the interdependence of 
of a liursing practice, research, edUciltioll and management throtigh the us(, 
systematic method withiii ill appropriate model for iiursiiig. Itidividual nurser, 
have differew values, beliefs atid taleWs which create preferemes for certaiii 
activities and experimices mid so make us essentially practitioners, researchers, 
educalor,, or mamigers. Whatever our pre(eremes, there is a shared kiiowledge- 
kase and a commoti core of skillr, ill IlUrsing; the differetices lie ill the depth 
of knowledge neirded ill cellaill siluatimis and ill (lie predomimince of particular 
gioups ofskills. Persistetit aftempts to cieate umiatural divisions may hinder rather 
thaii help [lie development of nurshig. 
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